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Manufacturing LHC. Stage 6. 
After final scraping, uniform 
lengths of ribbon, in multiples 
predetermined by the size of 
catgut required, are fixed to 
loops for spinning. = 


London Hospital Catgut 
is manufactured under 
unified control from 
intestine to sterile tube 
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Early 


diagnosis of portio carcinoma 


NOW POSSIBLE WITHOUT OPERATION 


Internal 
miscroscopic examination 
employing ‘normal histolo- 
gic staining technique in 


THE only reliable method of determining 
carcinoma is by microscopic examination. 
This can now be successfully undertaken on 
the living patient, without any operative 
intervention. Moreover, an examination can 
be carried out without lengthy preparation 
immediately carcinoma is even suspected, so 
that in some cases the 
initial development of 
carcinoma may be de- 
tected at a stage where all 
other procedures have 
produced negative results. 

This really important 
advance diagnostic 


The Reichert 
COLPO 


methods is made possible by the develop- 
ment of the Reichert Colpo Microscope 
which is also applicable to general medical 
vital microscopy. The actual technique in- 
volving the use of this microscope may be 
described as follows: 

The portio is first stained with a three 
minute application of haematoxiline solution. 
A guide tube, 32 mm. diameter and 110 mm. 
long, the front aperture of which is sealed 
with a glass disc, is then inserted into the 
vagina. Slight pressure is exerted to bring the 
glass disc into contact with the stained area. 
Then, the microcsope is inserted into the 
guide tube and, from an 
external source, a strong 
concentration of light is 
directed through the ob- 
jective’s annular con- 
denser and on to the area 
which is to be examined. 
A total area of 49 sq. mm. 
can be scanned as with the 
mechanical stage of an 
ordinary microscope : 
there is no need to move 
the microscope itself. 
With the microscope, equipped with an 
achromatic dry objective 17.5 «, 0.25 N.A. 
and with 10 « and 16 « eyepieces, the surface 
layer of the portio epithelium can be 
examined and the cell boundaries of the 
polygonal cells as well as the cellular nucleus 
are to be distinctly seen. Even with the lower 
power magnification of 175 = (field of view 
0.86 mm. diameter) the differences between 
normal tissues and tissues damaged by 
erosion, parakeratosis or carcinoma are 
easily detected. With the higher power mag- 
nification (280 = ) the under-surface layers to 
a depth of approximately 0.7 mm. can be 
observed. 


Sole Agents : 


SHANDON 


SHANDON SCIENTIFIC COMPANY 
6, CROMWELL PLACE, LONDON, S.W.7 
Telephone KNightsbridge, 1131 


‘TRILENE’ 


TRADE MARK Trichloroethylene 


‘Trilene’ analgesia in labour is both pleasant and 
effective. The drug is equally safe for mother and 
child, and there are no contra-indications. Recovery 
is rapid, with no unpleasant after-effects. 
With these notable characteristics, ‘ Trilene’ has 
achieved, during recent years, a widespread 
reputation among obstetricians as a most 
valuable analgesic. 


50) c.c. 


containers of 5 and 25. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
1 subsidiary company of Imperial Chemical Industries Limited |Wilmslow, Manchester Ph.174/2 


AVITAL AID 
TO EVERY 


SURGEON 


BROWNE STERILIZER 
CONTROL TUBE 


provides AT A GLANCE 
a personal check on the 
sterility of Surgical Materials 


Descripuve Inerature fron 


ALBERT BROWNE LTD., CHANCERY STREET, LEICESTER 
Send for particulars of different types available 
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presents... 


VAGINAL Et 


the simple method of contraception 
that needs no diaphragm... 


Physicians and patients have long been demanding a simpler 
contraceptive method than jelly and diaphragm. 


the barrier is in the base 


To replace the function of the diaphragm, a new and better 
physical barrier, incorporated into the Gel itself, was needed 
one that could be depended on to cover the cervical os 

effectively. The new base of PRECEPTIN, achieved by 
blending recently developed synthetic gel-forming agents, 
meets this requirement, making it possible to do away with 
the diaphragm. 


Preceptin’s new base: 
Clinically proved |. adheres well to the moist cervical mucosa forms a 
persistent, adherent physico-chemical barrier over 
Of 3270 patients using the cervical os. 
2. is more miscible with semen means greater 
received complete protection spermicidal potency. 

a 3. rapidly releases active spermicides—enables 

Preceptin to kill sperm on contact. 


Preceptin Vaginal Gel 
Used with measured-dose applicator. 


COMPOSITION: PRECEPTIN contains the active spermicidal 
agents p-diisobutylphenoxypolyethoxyethanol |.00°. and 
ricinoleic acid 1.17". in a synthetic base buffered at pH 4.5. 


100) hee ACID BET wT ter 


Preceptin is a registered trade mark 
and is protected by world patents 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE BUCKINGHAMSHIRE ENGLAND 
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Tablets containing 5, 10 or 25 mg. methyl- 


testosterone 


25, 109, 250. $00 and 1.000 250. 500 and 1000. 


New sublingual/sublabiai tablets 


SUBLINGS 


for the administration of 
Methy/testosterone or DOCA 


In Sublings the active principles are incorporated in an 


inert waver soluble, wax base which ensures that the tablets 


are readily dissolved and the hormone totally absorbed. 


Their smoothness of texture eliminates oral soreness and 


their agreeable flavour encourages retention in the mouth. 


@ COMPLETE HORMONE ABSORPTION 
@ IDEAL SURFACE AREA 

@ ECONOMICAL 

@ PLEASANT 


SUBLINGS SUBLINGS 
METHYLTESTOSTERONE DEOXYCORTONE ACETATE (DOCA) 


Tablets containing | mg. deoxycortone 


supplied in bottles of acetate ; supplied in bottles of 25, 100, 


Tel 


ORGANON 


BRETTENHAM HOUSE, LANCASTER PLACE. 2 


Literature on request 


LABORATORIES 


LTD 


TEMple Bar 6785-6-7, 0251-2 Grams : Men’ormon, Rand, London 
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Combined 


Androgen - Oestrogen 


(Methyltestosterone B.P. 2.5 mg. Ethinyloestradiol B.P. 0.005 mg.) 


Therapy 


in the most economical and effective form 


Femandren 
Linguets 
Full clinical response in 


MENOPAUSAL DISTURBANCES 


senile and post-menopausal osteoporosis 
dysmenorrhoea - premenstrual tension 
Without the undesirable effect induced by 
androgens or oestrogens alone 


Packages: Bottles of 25, 100 and 500 


SUSA 


* Linguets a registered trade mark. Keg. user 


CIBA LABORATORIES LIMITED 
Horsham, Sussex 


Telephone Horsham 1234 Telegrams Cibalabs, Horsham 
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The outlook need not be clouded... 


by the shadowy fear of the menopause and its associated 
vasomotor and psychic disturbances. 


Fuvalerol M, the ideal sedative in menopausal conditions, en- 


sures that the difficult years may be contemplated with equanimity 


and passed through with ease. 

Symptoms of apprehension, flushing, irritability and depression 
that darken the outlook of the woman at the menopause are 
alleviated, and the emotional balance restored, by the adminis- 
tration of Euvalerol M. 


Euvalerol M contains an odourless preparation of valerian with 
} grain (16 mg.) phenobarbitone and 0'1 mg. stilbeestrol in each 
fluid drachm. 


In bottles of 4 and 8 fluid ounces. 


Literature on application. 


ALLEN & HANBURYS LTD- LONDON: E-2 


TELEPHONE: BISHOPSGATE 320! (204/NES/) TELEGRAMS. GREENBURYS, BETH, LONDON” 
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For the young patient who 
wishes to preserve her figure 


PROVIDES THE ANSWER 


Because each garment is made to measure 


For the patient whose figure needs supporting 
Every female patient requires a supporting garment. 
More and more Doctors are telling their patients to look 
up the nearest Spirella Corsetiere in the Telephone Book. 
The SPIRELLA COMPANY OF GREAT BRITAIN’ LIMITED 


LETCHWORTH ~- HERTS Tel : Letchworth 159 
AND SPIRELLA HOUSE OXFORD CIRCUS © LONDON W.I 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 
Editor Associate Editors 
G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynaecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. 
Abstracts of the important literature from all parts of the world are 
published. Most of the outstanding medical schools in the United States 
are represented on the editorial board, which consists of forty-two of the 
leading teachers and practising specialists in America. 
The two volumes published annually contain approximately 2,200 pages 
and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period. 
Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
AGENT FOR GREAT BRITAIN 


HENRY KIMPTON .. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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in pyelitis 
of pregnancy 


‘Mandelamine’ 


is worth considering FIRST 


* Mandelamine * is the first choice for providing 
urinary antisepsis because : 


It rarely, if ever, gives rise to drug-resistance and 
is effective even against organisms that have 
become resistant to streptomycin or 
sulphonamides. 


It is quickly effective against most of the organ- 
isms commonly found in urinary-tract in.ccuons. 


* Mandelamine ’ is safe and well tolerated and is 
eminently suitable for use in pyelitis of pregnancy. 
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*Mandelamine’ therapy is economical and 


simple — just 3 or 4 tablets three times a day. 
No fluid regulation or dietary restriction is 
necessary. 


Comparative studies indicate that the 


effectiveness of * Mandelamine’ 1s 
of about the same order as that of the 
sulphonamides or of streptomycin. 


‘ ré ered 


‘MANDELAMINE?’ tablets 


MIiTEODO, 


urther inf 


Coltdharbour 


Each enteric-coated 


tablet contains 


0-25g. 


mandelate 


methenamine 


rmution om request 


Lane, Londen 


mark of Nepera Chemical Ine 
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NOTICES 


THE JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established by a Private 
Limited Company in 1901. The capital was provided by a group of Bri:ish Obstetricians and Gynae- 
cologists, and the profits earned have been devoted to the maintenance and improvement of the Journal. 
In November 1950, the Journal was transferred by purchase to the Royal College of Obstetricians 
and Gynaecologists. Under the new direction the previous policy will be maintained. 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. The 
annual subscription is £3 Ss. for Great Britain and Northern Ireland and £3 15s. for the 
Dominions, Colonies and Foreign Countries. It is payable to the publishers. 

Books for review should be sent to the Editor. The righi of publication of all articles is reserved. 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Moorings, North Chailey, Lewes, Sussex. They are accepted on the understanding that they 
are contributed to this Journal only. Authors are advised to keep a copy of all manuscripts. Proofs 
will be submitted to authors resident in the United Kingdom, but to avoid delay or loss the proofs 
of authors resident abroad will be corrected by the editorial s‘aff, unless the authors wish to delegate 
the work to a representative in this country. To lessen editorial work it is desirable that authors con- 


form to the following conventions : 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon copies) should 
be submitted. Italics in the text should be reserved 
for words in a foreign language and as little as possible 
used to indicate emphasis. 


Proper scientific names giving both genus and species 
should be italicized, with an initial capital and contrac- 
tion for the genus only after a full spelling at the 
first mention, thus: 


Clostridium welchii followed by Cl. welchii; 
Bacterium coli—Bact. coli; Bacillus tuberculosis——B. 
tuberculosis; Corynebacterium diphtheriae—C. diph- 
theriae. 

Each sentence should have it proper components, 
thus: “ Progress: The patient continued to improve, 
Not “ Progress: Went downhill.” 


The author's name, his decorations, degrees and 
relevant diplomas should appear at the head of the 
paper together with his appointment at the time of 
preparation of the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman numerals 
(Table I, Table II, etc.) and set out on sheets separate 
from the text with indications as to where the author 
desires them to be placed. Illustrations, too, should 
be kept separate from the text and numbered in 
Arabic numerals, Fig. 1, Fig. 2, etc. Each figure should 
have a reference in the text and a descriptive legend 
to be printed underneath. This legend should be typed 
on an attached sheet and not written on the back of 
the illustration. The lines in charts shou'd not be in 
colours but in black, and when graph paper is used 
the ruling should be grey or faint blue and nor brown. 
red or green. The magnification of microscopical 
illustrations should be stated (e.g.. = 250). X-ray films 
should not be submitted unless the author is not in a 
situation to have these printed, when the Journal wi!l 
undertake to have this done. If the films promise poor 
reproductions the author is advised to send line trac- 
ings of the appearances instead. Authors may be 
required. at the Editor's discretion, to contribute to 
the cost of reproducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. Thus 

* per cent” should be used instead of the symbol 

% “ and such forms as T.B.. R.B.C., B.P., P.E.T 
A.P.H. eschewed. 

Dates should be given as 10th May, 1946, and nor 
10. V. 46. Numbers should be in the form of numerals 
and not words except when beginning a sentence. 
thus “ Fifteen patients out of a total of 60 exhibited,” 
etc. The official rather than the proprietary names of 
drugs must be used. The Journal convention is gr. for 
grains; g. for grammes; kg.; ml. (nor c.c. or c.cm.); 
mg.; pounds (nor Ib.); ounces (nor oz.), etc., and 
wherever suitable the metric equivalent of an Eng'ish 
measure should be given, for example, when recording 
pelvic measurements, size and weight of babies, 
tumours, etc. 

When comparable figures are given either the 
English or the metric mode must be followed, thus: 
the excretion of urine/24 hours should be shown in 
ml. (and not ounces) when the urinary or blood-urea 
is given in g./100 ml. 


REFERENCES 


In the text the author's name should be given with 
the date of publication and the list of authors quoted 
put at the end of the text in alphabetical order as in 
the Harvard Scheme: Author's name, initials, year of 
publication (in brackets). name of journa! (italics 
abbreviated), volume number (underlined) and page 
number. In case of books the order is: Author's 
name. init‘als. year of publication, full title (italics), 
edition, publisher and place of publication, page. thus: 
Brown, H. E.. and Jones. B. K. (1943): J. Obstet. 

Gynaec. Brit. Emp., 50, 128. 
Sampson, P. (1940): Obstetrics for Midwives, 2nd 
edition. Fraser, London. p. 9 


REPRINTS 


Twenty-five reprints for each author are supplied 
free of charge. An author may purchase additional 
reprints if he notifies the publishers on the form 
attached to the proof of his paper. 

Contributors from overseas should state the required 
number on their manuscript. 


lo provide enough of all the essential protective factors and at the 
same time to avoid unnecessary excess is the aim in prescribing for 
pregnancy Supplementation is needed to maintain full health and 
to guard against such complications as, for example, toxaemia, pre- 
mature births, hypochromic anaemia, inability to breast feed and 
dental caries 
By combining in one preparation all the factors needed to ensure 
adequacy, not only is economy effected but the patient is not 


burdened by excessive medication 


FORMULA. The daily dose provides, at ime of manufacture 
ig.vitamin A conc..B.P 40mg. )2, ferr. sulph. exsc., B.P 204 mg 
1g.vitamin D conc.,B.P. | cale. phosph., BP... .. 480 mg 
otamn B,, BP 
pot. iod., B.P. not less than .. 15 p.p.m 
oitamn ©, B.P 
tocoph. acet.,B.P.C(vitamin 


ncotinamide, 2 mang. sulph., 


upr. sulph., B.P ) not less than 
orem 


Cost of 
Prescribing 


E ret a single supplement for safer pregnancy, 


arron 


Chmca. sample and medical (iterature may on appire 


VITAMINS LIMITED (Dept. C.43). UPPER MALL, LONDON, W.6 
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Paired for effectiveness 


IN MENOPAUSAL DISORDERS. The association of methy!- 
testosterone and ethinyleestradiol in Mepilin produces a more 
complete response in the treatment of menopausal disorders than 
can be obtained by the use of estrogens alone. 

The presence of methyltestosterone enables a reduction in 
cestrogen dosage to be made; thus undesirable side effects such as 
breast turgidity and pelvic congestion are avoided and the risk of 
withdrawal bleeding is reduced. An increased feeling of confidence 
and well-being is produced which is both mental and physical. 


Dosage: Menopause —2 to 6 tablets daily. Pre-menstrual tension and 
dysmenorrhoeca—2 tablets daily from roth to 22nd day of menstrual cycle 


Bottles of 25 at 7 - and 100 at 21 7 


Prices to the Medical Profession 


*MEPILIN’ 


ETHINYLGSTRADIOL 0.01 mg. METHYLTESTOSTERONE 3 Mg 


Literature and specimen packings are available on reques! 


MEDICAL DEPARTMENT 


THE BRITISH DRUG HOUSES LTD. LONDON N.I 
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NON-STAINING CREAM AND  PESSARIES 
| supersedes Gentian Violet therapy 
4 in MONILIA INFECTIONS 


NON-SPECIFIC CERVICITIS 


VAGINAL THRUSH 
PRURITUS VULVAE 


* Of the 80 cases (of non-specific cervicitis) treated, 70 had rapid relief of subjective 
symptoms, the pruritus and irritation disappearing after two applications.” 


“In 60-cases of vaginal thrush .. . the result was quite striking. Relief was almos! 


immediate. All signs and symptoms disappeared within 7 to 10 days.” 


Ref: British Medical Journal, October 11th, 1952, page 813. 
“Use of Fuchsonium Compound for Non-specific Cervicitis and Vazinal Thrush,” 
by D. McKay Hart & C. Hutton Brown. 


Pessaries in boxes of 12, S50 and 100 


PACKINGS: 
Cream in tubes with plastic applicators and special hospital packs. 


PRESCRIPTIONS: May be prescribed on forms E.C.10 


Literature and samples available to the Médical Profession 


CAMDEN CHEMICAL COMPANY LTD. 


61 GRAY’S INN ROAD, LONDON, W.C.1 


Sole Avonts in South Africa 
WEST DENE PRODUCTS (PTY.) LTD. 22-24 ESSANBY HOUSE, JEPPE STREET. 
JOHANNESBURG 
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Safe arrival... 


As an obstetric analgesic, Pethidine is 
unequalled. It provides sustained action, 
does not harm mother or child, 

does not prolong labour or diminish 
effective co-operation by the 

mother and is simple to administer. 
B.W.& Co., first manufacturers 

in Great Britain to make Pethidine, 

issue it as ‘ Wellcome’ brand 

Injection and, for oral administration, as 


‘Tabloid’ brand compressed products. 


PETHIDINE ‘B.W.& CO.’ 


HYDROCHLORIDE 


= 
heat BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


a “Hammock” 
for the 


growing uterus 


For the patient pictured 
on the left, para 1, in the 
8th month of pregnancy, 
a Spencer Support was 
prescribed to serve as a 
comfortable “ hammock” 
for the growing uterus, 
to safeguard posture, to 
relieve tired back, and to 
guard against strain and 
undue fatigue. The sup- 
port shown at right was 
specially designed to 
meet these medical indi- 
cations. 
Spencer will adequately meet the needs of YOUR maternity patients—because each 
Spencer is individually designed, cut, and made for each patient. The co-ordination of 
support to lower abdomen and back induces better body mechanics, protects against 
back disturbances. 


If applied before the end of the 4th month, it may be easily adjusted by the patient for 
postpartum wear (to provide proper support for the relaxed abdomen and for 
muscles and ligaments of the pelvic joints). 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House : Banbury : Oxfordshire 
Tel: Banbury 2265 
BRANCH OFFICES AND FITTING CENTRES: 
MANCHESTER: 4 g Street, 2 Tel: BLAckfriars 9075 
LIVERPOOL : ) hurch Street, 1 Tel) Royal go21 
LEEDS: Victona Buildin ar ross Street pposi vn Hall steps 
Tel. Leeds 440821 
BRISTOL : 44a. Quee: Tel. Bristol 24801 
GLASGOW t neent Street, Central 3232 
EDINBURGH : ma, George Street, 2 Tel: Caledonian 6162 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 

Trained Retailer-Fitters resident throughout the Kingdom; name and address of 


nearest Fitter supplied on request 
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FERROUS SULPHATE is now re- 
cognised as the most efficient form 
of iron treatment for hypochromic 
anemias. The question is there- 
fore not “ whether” but “how” 
it should be administered. 

The preparation should not be 
too bulky, nor cause gastro- 
intestinal upset, yet it must 
disintegrate quickly and produce 
maximum hematopoictic 


response, 


In‘ PLASTULES’ ferrous sulphate 
is presented in its most attractive 
form—in a semi-solid base in a 
capsule which rapidly dissolves in 
the stomach, thus ensuring maxi- 
mum absorption. *PLASTULES’ 
induce a rapid response without 
gastric upset. 

*PLASTULES” are available in 
four varieties: Plain: with Liver 
Extract: with Folic Acid: and 
with Hog’s Stomach. 


*PLASTULES’? Haematinic Compound 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 Wyeth 
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The Journal of 


Vol. 59, No. 6 


NEW SERIES 


Obstetrics and Gynaecology of the British Empire 


DECEMBER 1952 


PERCIVAL WILLUGHBY’S OBSERVATIONS IN MIDWIFERY* 


MILEs H. Puitirps, M.D., F.R.C.S., F.R.C.0.G. 
Emeritus Professor of Obstetrics and Gynaecology 
University of Sheffield 


To-DAY we are living in a new world. Science 
has altered our outlook so entirely in the last 
half century that we are tending to become 
robots in a world of machinery. It is easier now 
to forget qualities—qualities which must be 
defined as spiritual rather than mental—such as 
quick perception, humility, truth, human sym- 
pathy and throughout a doctor’s life a passion 
to cure, not for selfish motives but for the 
honour of a great profession. These were the 
qualities that made Ambroise Paré and William 
Harvey great. Percival Willughby, an ardent 
pupil of Harvey, should have his name added, 
and I want to try to-day to bring to life again 
this little-known doctor and his love, I might 
say worship, of his profession. Our knowledge 
of Willughby’s life and work in the 17th century 
is almost entirely derived from a personal manu- 
script he handed on to posterity. 

He wrote his Observations in midwifery as 
also the Countrey midwifes Opusculum or V ade 
Mecum—using his own -words to give the full 
title of his manuscript—“ for the teaching of 
ignorant common midwives ” and “ not to show 
any new way of practice to the learned”, by 
whom ,he modestly says “I desire to be 
instructed ”, and, he adds, “ it is gy desire to 
express myself in such plain familiar words as 
may be well understood by them, for the better 
easing of labouring women and the saving of 
poor innocent infant lives ”. 

“My endeavours shall bee to direct the 


*The William Meredith Fletcher Shaw Memorial 
Lecture delivered to the Royal College of Obstetricians 
and Gynaecologists, 26th September, 1952. 


countrey young midwives with what I have read 
and seen” and “ by observing what hath been 
by mee performed at severall times in diverse 
places ”. 

In the Observations are recorded his clinical 
notes and instructive comments on one hundred 
and fifty of the many cases he attended during 
his career as a man-midwife in the forty-eight 
years between 1624 and 1672—-what we may 
call the middle half of the 17th century. The 
Opusculum, designed to be a vade mecum for 
“countrey midwifes ”, simply gives a summary 
of his teaching for “ directing how the midwife 
should carry herself—from the beginning to the 
ending of the woman’s delivery ”. 

In the case records he not only gives the dates 
on which they occurred but also quite often 
the name of the village or town, and, when in 
London, even the street to which he had been 
called. The name of the patient, and not seldom 
of her husband, is generally included. I have 
thought it best that my lecture should be chiefly 
devoted to the reading of several of these case 
records and it may well be the place-names and 
even the patients’ names will give added inter- 
est to not a few amongst my listeners. 

By quoting his own words freely I hope I may 
be enabled to convey to your minds something 
of the simple unaffected attractiveness of 
Willughby’s character. I wish that by the same 
medium I could give you some idea of his 
quaint phonetic spelling, for I have myself felt 
that his wholly uninhibited spelling gives added 
charm to his writing. These case records and 
Willughby’s comments on them give a wonder- 
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fully vivid account of the midwifery practice of 
his time and we can assess from them the influ- 
ence of Percival Willughby and of his master 
William Harvey, the Father of British Mid- 
wifery, on its rapid improvement during their 
lives. They also reveal him as a devout, modest, 
lovable man of good attainments, ever willing 
and anxious to give the praise to William 
Harvey. Indeed it is not too much to say that 
it has been largely through Willughby’s exposi- 
tory clinical records that we have learned what 
Harvey's teaching was, for that great master 
wrote but litte with a direct bearing on mid- 
wifery, although there was probably more in 
his “lost” book of Medical Observations. 
This book was probably destroyed, with others, 
when his house was ransacked at the beginning 
of the Civil War, in August 1642, whilst Harvey 
was at Nottingham with King Charles. 

There are three copies of Willughby’s manu- 
script extant; one in the Library of the British 
Museum, another in the Birmingham Medical 
Institute Library. The third is in the Library 
of the Royal Society of Medicine. This last 
formerly belonged to Henry  Blenkinsop, 
F.R.C.S., of Warwick, who, in 1863, published, 
at the Shakespeare Printing Press in Warwick, 
the sole English edition. In the Preface, 
Blenkinsop says “this curious MS. is written 
throughout with great neatness and bound in 
calf”. He published it by subscription and only 
1) copies were printed and the great majority 
of these cannot now be located. Indeed, after 
an almost world-wide inquiry, I have traced 
only fifteen, of which I have been fortunate 
enough to possess three. It is from Blenkinsop’s 
printed edition that I have obtained the subject 
matter of this lecture 

Nowhere does Willughby indicate in what 
way he hoped his teaching could be widely con- 
veyed to midwives beyond his own district. It 
may be that he hoped that enthusiastic pupils 
might make and distribute handscript copies of 
his own manuscript. I possess such a transcript 
of the Midwives Vade Mecum written in 
1741 by Robert Gell, Surgeon at Wirksworth, 
in Derbyshire 

It is interesting and surprising to know that, 
in 1754, a hundred and nine years before Blen- 
kinsop’s publication, a Dutch translation of the 


MS. had been printed in Leyden. This early 
Dutch interest in Willughby’s teaching may be 
associated with the fact that his first tutor in 
midwifery was, as you will soon be told, a 
Dutchman. 

Percival Willughby was the sixth son of Sir 
Percival Willughby of Woolaton Hall in Not- 
tinghamshire, where he was born in 1596. He 
received a splendid education at Rugby, Eton 
and Oxford; he was said to be “a lad of great 
industry and ability ”; he took his B.A. degree. 
In 1619, when twenty-three, at the suggestion 
of his uncle Robert Willughby, a medical man, 
he was apprenticed to Mr. Feames Van Otten, 
an emieré from Holland, who, in 1601, had been 
granted a licence, by the Barber Surgeons of 
London, to “ practice as a surgeon within the 
Cytie of London”. 

Van Otten (for a hundred pounds) undertook 
“to keep him for seven years, and to teach him 
Music, Physic and Surgery. He promised to 
keep him like a son, maintain him like a gentle- 
man, allow him the free use of his study and 
teach him the secrets of physic”. However, 
Van Otten died in 1624, before the seven years 
were ended, and the apprenticeship was prob- 
ably completed with a partner of Van Otten. 
There is no record of what Willughby then did, 
but as, in a case record dated 1669, he states 
“nigh forty-five year I have practiced in the 
midwife’s bed”. it would appear that he com- 
menced to practise in London before his appren- 
ticeship was completed. It is very probable that 
it was about this time that he first met the great 
William Harvey to whom much laier he referred 
as “ my honoured good friend ”. It is also likely 
that he then studied in the Library of the Royal 
College of Physicians which possessed many 
early books on midwifery, both English and 
foreign, not a few of them written in Latin. He 
freely quotes from these in his Observations. 

Exactly when Willughby left London to seitle 
in practice in “ Darby town” is not certain. 
It was probably shortly before 1630, for the 
earliest of his case-records, most of which are 
dated, tells us that “ Anno 1630 I was desired 
by one Powell, a countryman, dwelling at 
Weston in Darbyshire, to visit his wife. Her 
midwife believed that shee was in labour and 
had used enforcing endeavours to lay her”. 
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But Willughby found “that the waters had not 
flowed and that the womb was closed”. He 
ordered a clyster of milk to which camomile, 
sugar and the yolk of an egg were added, “ and 
this was given luke warme. Shee found great 
easement at the receiving of it. Shee went 
immediately to her bed; shee slept quietly all 
the night; at the discharging of the clyster in 
the morning, all the disquiets of her body were 
removed and shee continued well for the space 
of a month, after which time shee was well 
delivered”. Willughby’s diagnosis and success- 
ful treatment of false labour surely ought to 
have been a splendid lesson for that midwife! 

Referring to the midwife’s “enforcing 
endeavours ”, Willughby adds, “ in my first days 
of ignorance, I thought that it was the best way 
to suffer midwives to stretch the labia vulvae 
with their hands and fingers when the throwes 
approached. But friendly nature in time showed 
mee my mistaking errour. Through the remote- 
ness and the large distance of severall places 
whereunto I was called, the women, in the 
meane time, keeping the labouring woman warm 
and quiet, and the midwife desisting from using 
violence, by such usage I found the woman oft 
happily delivered before my coming; and so it 
was made manifest to mee by observation, that 
haling with pulling and stretching their bodies, 
with suffering them to take cold, did ever much 
hurt, and never any good to women in distresse, 
to procure or hasten labour ”. 

In Derby he lived in great repute and prac- 
tised as a family doctor and consulting man- 
midwife for over forty years. He married in 
1631 and had two sons, who died unmarried. 
His two daughters married. One son became a 
doctor, and in July 1670 must have been assist- 
ing his father, for Willughby then records that 
“through my son’s coming to supply my place ” 
he was able to hasten in response to an urgent 
call, to the bedside of the w'fe “of an affec- 
tionate friend. . . . Through God’s permission 
and mercy she soon recovered”. Soon after 
this the son must have relieved his father from 
active practice for the last of Willughby’s 
recorded cases bears the date 30th January, 
1672. 

One of Willughby’s two daughters was 
instructed by her father in the art of midwifery. 
Later she practised as a midwife both in Stafford 


and in London. It was during her training that 
Willughby “was sent for, anno 1655, from 
Stafford to come to a lady beyond Congerton. 
Her midwife had kept her severall days in 
labour. I took my daughter with mee. Wee 
travelled all night and wee were wetted with 
much rain to our skins. Wee came by break of 
day to the place. But this lady was dead, 
undelivered, before our coming. I much desired 
to see her corps, but the midwife would not 
permit it. I knew this midwife not to bee very 
judicious in her profession, and, I believe that 
she was ashamed that her work should be seen. 
This woman was gentile in habit of clothes but 
ignorant of the wayes of practice in midwifery ”. 
Willughby records two other cases, in 1655, 
“ whilst that I lived in Stafford”. He gives no 
explanation for this removal to Stafford, but it 
was probably connected with the training of 
his daughter for he records that in May of the 
next year, 1656, “I left Stafford and went to 
London, there to live for the better education 
of my children”. These, no doubt, would be 
his midwife daughter and the son who became 
a doctor. Willughby says: “In London, by 
reason of an apothecary, that formerly had 
lived in Stafford, I quickly had some prac- 
tice in midwifery, among the meaner sort of 
women. 

However, he also attended, with his daughter, 
at least one lady of a higher class. The notes 
of this case I must certainly read to you. “In 
Middlesex anno 1658 my daughter, with my 
assistance, delivered Sir Tenebs Evanks Lady 
of a living daughter. All the morning my 
daughter was much troubled and told mee that 
she feared that the birth would come by the 
buttocks, and that she foresaw the same by 
the falling down of her belly. About seven 
o'clock that night labour approached. At my 
daughter’s request, unknown to the Lady, I 
crept into the chamber upon my hands and 
knees, and returned, and it was not perceived 
by the Lady. My daughter followed mee, and 
I, being deceived through hast to go away, said 
that it was the head, but she affirmed the con- 
trary, however, if it should prove the buttocks, 
that shee knew how to deliver her. Her hus- 
band’s greatness and oliverian power with some 
rash expressions, that hee uttered, flowing too 
unhandsomely from his mouth dismayed my 
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Shee could not be quieted, untill I 


daughter 
crept privately again into the chamber, and then 
| found her words true.” 

In the manuscript which is now in the British 


Museum, this incident is differently worded. 
“Her husband” is described as “one of 
Oliver's creatures (Oliver Cromwell, of course) 
who, “ sianding by us [said] what luck had he 
to be deluded by children and fools, but my 
dismayed daughter being dejected by this 
upstart mushroom would not be satisfied”. So 
Willughby, having made a second examination, 
* willed her to bring down a foot, the which shee 
soon did. But being much disquieted with feare 
of ensuing danger, shee prayed mee to carry on 
the rest of the work. The Lady was safely laid 
of a living daughter by the feet. The child cried 
strongly and was spriteful and very lively... . 
For six dayes the child was not suffered to suck, 
and, in the meane time was unfittingly nourished. 
The seventh day (and not afore) a nurse 
endeavoured to give it the breast, but the child 
had forgotten how to suck, and then it began to 
be sick. The eighth day the red gumme appeared, 
and, for want of better care, [she] died about 
the tenth day.” Willughby deprecates the father 
at some length, but I will only give you his 
tinal sentence: “ and was hee free of the Lues 
Venerae when he died? ” 

Under her father’s tuition Miss Willughby 
became an able and pleasing midwife. About 
1658, at her father’s suggestion, she was engaged 
to attend a “Mrs. Wolaston in Threadneedle 
Street—a_ watch-maker’s wife by the Old 
Exchange ”. Willughby knew that at a previous 
confinement this woman had suffered greatly 
from “ the tugging and struggling usage ” of an 
ignorant midwife, and it must have given him 
vreat pleasure to record, that at the next con- 
finement “ my daughter was with her when the 
time of delivery was come . . . the waters issued, 
a sharp throw accompanied the birth and the 
child speedily followed the waters. Then she 
began to grieve and complain (not imagining 
that the child was born) and to say, now I shall 
fall into my old paines and sufferings. . . . My 
daughter smiling asked her what shee meant 
and whether shee had two children, for one was 
born. Shee scarcely believed, until she heard 
the child to cry. The after-birth being fetched, 
and shee laid in her bed, shee took my daughter 
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by the hand and said to her, surely you have 
art in these fingers, otherwise so quickly and 
happily I should not have been delivered ”. 
How thrilled Willughby must have been to be 
able to record such a pleasing outcome of his 
careful training. 

This case also afforded Willughby one of the 
many Opportunities he made use of to refer to 
“ Dr. Harvey’s directions and method” in the 
management of labour; “the which” he says, 
“I wish all midwives to observe and follow ” 
and to “remember the sayings and doings of 
that most worthy, good and learned Dr., whose 
memory ought to be had for ever in great 
esteem with midwives and_ child-bearing 
women.” As already stated it is very likely that 
Willughby first met Harvey during his appren- 
ticeship in London. It is also probable that 
Harvey officiated when Willughby was admitted 
an extra-licentiate at the College of Physicians, 
in February 1640, but we know for certain, 
from Willughby’s own words, that in 1642 “ there 
came into my house at Darby, my honoured 
good friend Harvey, wee were talking of severall 
infirmities incident to the womb”. This no 
doubt occurred early in September 1642, whilst 
Harvey was in attendance on King Charles at 
Nottingham, a few weeks before the battle of 
Edgehill, during which, historians tell us, “ the 
immortal Harvey was hidden under a hedge 
with the King’s two young sons”. 

I must tell you of another case to which 
Willughby was called during his visit to London. 
He records that “in S$. Thomas Hospitall, anno 
1659, there was a creature that was neither 
maid, wife or widow. Shee had undergone much 
strugling, halings and enforcement by her mid- 
wife, in the time of her labour to be delivered. 
Shee could badly go and went stradling. That 
worthy good man, Dr. Wharton” (Thomas 
Wharton of ‘duct’ and * jelly’ fame), “ pitying 
her troublesome condition, related her misery to 
mee. Shee was taken into a private roome by 
the Dr., and Mrs. of the ward. In this woman 
I saw a great lapsus uteri, as big as two fists. 
I put it up before them, and having about mee 
an uterine pessary, that was round and thin, 
and a little hollowish, being very light (it was 
made of ouler wood) I conveyed the same 
presently into vagina uteri. Shee found much 
comfort by it. It kept up the womb and shee 
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was able to walk without pain, in a comely 
gesture. Shee set herself to sweep roomes, and 
make beds, and was able to do any other work 
without trouble. I willed her not to offer to 
carry, or lift any heavy weight, nor to use any 
violent exercise or motion. Whilst that shee 
observed these rules, and kept the pessary in her 
body, shee was happy and well and freed of all 
disquiets. Shee was living in May anno 1668 ”, 
nine years later. 

His account of another London experience 
gives us a charming insight into Willughby’s 
brave, gentle and generous character. It is 
entitled “ The story of subtle cheating knaves ”. 
“Several men came in the night to mee, after 
that I was gone to bed. They told mee that a 
gentlewoman of good worth, hearing a good 
report of mee and how I had saved the lives of 
severall women and of their children, did pur- 
posely follow mee, and was now come to 
London, for the intent, to procure mee to 
deliver her; and that shee was suddenly suprized 
with pangs of labour, immediately after her 
journey. That shee had sent them of purpose, 
to desire mee to come forthwith unto her, and 
that shee would give mee any contentment for 
my coming. Believing their smooth words, I 
did arise and go with them into Shoe Lane. 
They brought mee through an obscure Ally, 
and so into an upper chamber, where I saw a 
man, meanly clothed, lying on a bed, laid on 
the floore, and wrapped in a poor blanket. My 
heart misgave mee, and I greatly feared that I 
was trepan’d by those, that brought mee to that 
place, and that I should be abused by them. I 
asked where the Gentlewoman was, that desired 
my help. I was then brought into a poor little 
roome, where I saw the woman. Her mother- 
in-law was a midwife, and had used her very 
harshly: through her unhandsome doings, her 
body was much bruised, and, by her pulling the 
infant by the arme, shee had destroyed the 
infant’s life. I asked the woman, what was that 
person, that was laid on the bed in the other 
roome. They said that hee was her husband. 
I desired the woman that hee might be sent 
away, and that I might bring the woman to that 
place, where that I might have roome to turn my 
hand, assuring them that I could not performe 
the work in that narrow strait place. I brought 
her thither, and. as shee kneeled on the bed. 
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by the child’s feet, after that I had turned the 
birth, I quickly laid her of her dead child. Her 
mother-in-law came afterwards unto mee, and 
said, That they were poore, and gave me half 
a crown, the which I gave to the woman, that 
I had delivered. . . . | went the next morning to 
see how shee did. I asked her whether she had 
taken the things that I appointed for her. Shee 
said, That shee had no money, and that her 
mother-in-law had taken away from her the half 
crown, so soon as I was gone away. I caused 
the money to be given again unto her. Though 
I was deluded by this flattering, cheating com- 
pany, yet I heartily thanked God that I had 
escaped my present doubts and feares, and 
rejoyced, that I was not trepan’d and brought 
into the danger to bee compelled to pay for my 
release, by ransoming myself with a sum of 
money, as others had formerly done in London.” 
Samuel Pepys, in his Diary, tells of his own 
fear of street-rogues at night. He calls them 
Trepanes. 

When Willughby returned to Derby, in 1660, 
he left his midwife daughter to practice in 
London, and there, no doubt, she helped, 
through her father’s teaching, to promote the 
training of midwives. She must have often 
heard him denounce, as William Harvey had 
also done, the rough methods of delivery which 
were so prevalent, and of which Willughby 
records many terrible instances, and yet more 
often his earnest appeal to the untrained mid- 
wives “to be patient and gentle”, “to know 
that they bee Nature’s servants, and to always 
remember that gentle proceedings, and having 
their endeavours dulcified with sweet words will 
best ease and soonest deliver their labouring 
women”. He reminds them that “ the invisible 
midwife, Dame Nature ” was “ Eve’s midwife ” 
and, in order to convince them of this doctrine, 


he narrates, in his simple vivid wording, 
the stories of several natural unassisted 
deliveries. 


In the first he says: “I was well acquainted 
with a servant that worked all the day long 
without any dismaying or complaint, anno 
1651. A little space before supper shee went to 
bed. After supper one of the Ladies daughters 
came to see what ailed her. Shee, poor creature, 
turned the cloths of the bed, and shewed her a 
child, as good as born, without any midwife’s 
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help, and shee and the child did well, and they 
both were living 1669": a Willughby follow-up, 
as you will observe, of eighteen years. The next 
story not only strongly supports his argument 
but also records a quaint superstition. 

“From Shiston, in Warwickshire, a woman 
great with child, after some journey came to 
lamworth Market, about the middle of Decem- 
ber, anno 1667. After her markets were ended, 
as shee did ride homewards, by a Park pale, in 
the highway, Dame Nature willed her to alight, 
and to tie her horse to the pale. She went into 
the park at Middleton, in which place shee was 
speedily delivered of a living child. The woman 
took up the child and laid the after-burden on 
the child’s head, and getting again on her horse- 
back, carrying her child in her lap, shee went 
into a friend's house about a mile distant from 
that place . . . the next morning her husband 
came unto her and brought her and her child 
home safely... . She and her child bee living 
and in health anno 1671.” Placing the after- 
birth on the child’s head would be to satisfy a 
superstition which led even John Harvie, William 
Smellie’s pupil and successor, to teach that, after 
the child is born, “ you must be sure to put a 
flannel cap on its head, for a child is very liable 
to sore eyes, and if you were to omit this, they 
would say it was owing to you not putting the 
cap on” 

These were happy cases to record but he also 
tells of other children born out of wedlock with 
sad consequences. He attests that: “ Frequent 
reports have often published the very same truth 

of friendly nature’s comfortable assistance— 
from the mouths of such poor unfortunate crea- 
tures, as have publicly lamented their mishaps, 
before their downfall under the gallows,” He 
says “I have known severall creatures of this 
gang. But I never heard that any of them com- 
plained of a painfull or hard delivery; but that 
nature left them so strong, that they were able 
to go about their usuall works, and to perform 
their services, without making any halt in their 
employments ” 

One of these was E.T. of Hampton Ridway. 
“This unfortunate woman, being in bed with 
her sister, rose up and went into an outhouse, 
and there was delivered of a child. Shee returned 
quickly again into her bed. Her going and 
coming was not perceived of her sleeping sister. 
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Being mistrusted by her neighbours, and some 
woman, upon suspicion, being sent to search 
her, without any adoo shee confessed her 
wickedness, and showed them the place where 
the child was buried. Shee was asked by te 
Coroner, why shee had not a midwife to assist 
and help her in her labour. She answered that 
shee needed no help, or assistance, and that she 
was well enough delivered without a midwife, 
and that shee was so well that shee could have 
gone twenty miles the day following. Shee was 
sent to Stafford Goale, from thence shee was 
conveyed to the place of execution, where shee 
ended her sorrowful life with great repentance, 
March 31, 1670.” 

Willughby was able to narrate, in his most 
attractive style, the following story of a more 
fortunate girl. “In the unfortunate days anno 
1647 [ie., when Oliver Cromwell’s soldiers 
occupied Derby] there happened that a comely 
well favoured servant was gotten with a child 
in Darby. Nobody mistrusted her belly. Shee 
lay in the same room where her mistris lodged, 
in a truckle bed, at her bed’s feet, where, in the 
night, shee was delivered without any midwife, 
not making any noise, or uttering any sorrow- 
ful complaint. Presently after her delivery, shee 
arose, and took up the child, and carried it into 
a remote place, and hid it in the botom of a 
feather-tub, and covered it with feathers, and 
so returned to her bed again, and was not mis- 
trusted by her mistris, or any of the house. It 
was then the custome of Darby souldiers to 
peep in the night through windows where they 
espied light. By them her secret doings were 
discovered, and at the sessions in Darby shee 
had, afterward, her triall. But, in those lawles 
dayes, the Jury would not find her guilty of 
murder, for that she was an handsome, comely 
creature, and beloved of the souldiers, that they 
pitied her misfortunes. For which reason John 
Shaw, the foreman of the Jury, pitying the 
woman, and willing to ingratiate the souldiers 
to bee his friends, would not find her guilty, 
and said, hee thought it no reason that a woman 
should be hanged for a mistaken harsh word 
or two in the Statute. The souldiers smiled and 
rejoiced at her delivery. But some of the Darby 
magistrates frowned, and were offended, but 
they durst not shew, or utter their thoughts in 
words, for the cause aforementioned.” 


It would seem to me not unlikely that those 
jurymen gained comfort through their fear of 
the soldiers and that Willughby most certainly 
was pleased to be able to record the girl's 
release. 

Willughby includes another case of easy 
natural labour. It occurred in 1641 during the 
rebellion in Ireland, and it had been related by 
the Lord President of Munster to William 
Harvey, who probably told the story to 
Willughby in the following year, during their 
friendly chat at Derby. 

“There was a woman, big with child, which 
followed her husband, who was a souldier in 
the Army, being daily in motion, was it seems 
forced to make a halt, by reason of a little river, 
that ran crosse the place, whither they intended 
to march. Whereupon the poor woman, finding 
her labour come upon her, retired to the next 
thicket, and alone by herself, without any mid- 
wife, or other preparation, brought forth twins, 
which she presently carried to the river, and 
there washed both herself, and them, which 
done, shee wrapt the infants in a course cloth, 
and tied them to her back, and that very day 
marched along with the Army twelve miles 
together barefooted, and was never the worse 
for the matter. The next day after, Lord Mount- 
joy [who was General of the Army—at the 
seige of Kinsale], and the President of Munster, 
being affected at the strangeness of the story. 
did both vouchsafe to bee god-fathers to the 
Infants.” Both Harvey and Willughby must 
have believed this to be a useful story with 
which to impress midwives. 

But in addition to guidance in the gentle 
management of natural labours Willughby had 
also to teach the midwives how to deal with 
the many varieties of abnormal parturition 
prevalent in those days and many of his Obser- 
vations are concerned with such difficulties. 

He often had to deal with labour delayed and 
even hopelessly obstructed by pelvic contraction. 
This was chiefly’ due, he says, to “ the infirmity 
called the rickets”. He describes many cases 
of distorted pelvis in women who “had been 
much affected with rickets in childhood ”. This 
was not a new disease—King James the First 
had been badly affected by it—but it would 
appear that it had become much more widely 
prevalent and often of severe degree in 
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Willughby’s time. Indeed a group of Fellows 
of the Royal College of Physicians under the 
guidance of Dr. Francis Glisson, an ardent 
follower of William WHarvey’s methods of 
research, carefully studied the disease, parti- 
cularly with regard to its causation. He pub-. 
lished in 1650 the first treatise on rickets. 

Samuel Pepys, who commenced his Diary on 
Ist January, 1660 (whilst Willughby was in 
London), also noticed the trouble. At a theatre, 
in February 1663, he was most pleased he says 
“to see a little girl dance, she having very fine 
legs, only she had bends in the hams as I per- 
ceive all women do”. Willughby records cases 
made difficult by varying degrees of deformity; 
not a few of them required craniotomy. The 
forceps was still a secret instcument and so 
remained for at least thirty years after Wil- 
lughby’s death. He had no use for Caesarean 
section, of which, he says “I do not like it... . 
I never used this harsh and cruell way. Yet 
ignorant men have used it with happy successe. 
But to some it hath proved unfortunate. It is a 
work not difficult to performe. But I prefer 
turning the birth from the head to the feet. 
And in my thoughts it is much safer than the 
Caesarean section or crotchet”. Of course 
Willughby when writing this was recalling only 
the lesser degrees of contraction and forgetting 
a sad case—in 1669—-where the pelvis was “ so 
straight and narrow ™ that I “ could not enforce 
the instrument to take hold in any part of the 
child’s head. . . . So I was necessitated to desist 
—not knowing which way to relieve her and she 
died.” He sadly records: “ Nigh forty-five years 
I have practiced in the midwife’s bed, and, in 
it, I humbly thank God for his assistance and 
help, I ever delivered all women to whom I was 
called, this worthy good gentlewoman onely 
excepted.” 

She must have had a pelvis that John Hull, 
of Manchester, in his Defence of Caesarean 
Section, in 1799, would have considered “ so 
extremely distorted” that Caesarean section 
was “ indispensably necessary 

Willughby maintained that “all difficult 
births bee ever safest laid by the feet of the 
infant”, and he repeatedly describes, in full 
detail, how the child should be turned and 
gently extracted by the feet. This he called 
“the handy operation”. In describing delivery 


4 
Tika 
an 
4 
vag 2 
\ 


760 


of the after-coming head he gives what I believe 
to be the first record of the use of malar trac- 
tion. He writes: “ In my first practice I followed 
Pareus his directions. But since I have found 
ouf One more pleasing to my desires.” (Wil- 
lughby’s Pareus—our Ambroise Paré—had, one 
hundred years earlier, urged podalic version 
and had even advised putting a finger in the 
mouth of the separated after-coming head.) 
Willughby says “to prevent the separating of 
the head from the child’s shoulders, I could wish 
midwives to try first what might bee done, by 
turning the child’s face to the back of the 
woman, and, afterwards, by putting the middle 
finger into the child’s mouth to press down the 
chin into the throat, with their other fingers 
placed on the child's face, before they offer to 
draw by the feet; and to cause some other 
assising woman to make a pressure on the 
child’s head, to drive it forth”. Willughby’s 
first recorded use of this manoeuvre is dated 
“anno 1650”. Later “In anno 1660” he was 
called to a “ young gentlewoman labouring of 
her first child. .. . The arme came first”. Wil- 
lughby turned and “ leasurely drew the child by 
the feet”. He rotated the child’s “face to 
the back of the woman”; then, he says, 
“| slid up some part of my hand and put my 
middle finger a little way into the child’s mouth 
and placed my other two fingers on each side 
of the child's nose . . . 1 drew leasurely by the 
child's feet Immediately after the child was 
born I fetched the afterbirth.” 

Fight years afterwards he was called to the 
same woman. She was “ full of paine and had 
lost much blood, a foot presented”. Wil- 
luehby again delivered her in the same way and 
“after that the after-birth was fetched away, 
she did floud no more”. He adds: “ this 
daughter was named Matilda”. The other 
daughter “had been named Anna”. Three 
years later, he records, “ the father and mother, 
with the rest of their children, with these two 
daughters, were living and in health, August 23, 
anno 1669” 

Such kindly continued interest was one of the 
many ways in which Willughby gained the love 
and confidence of his patients 

Willughby, as was customary at that time, 
often made prompt manual removal of the 
placenta. He says “1 have known several evil 
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accidents which have followed the retaining of 
the after-birth, as floudings, sickness and faint- 
ings, and sometimes death”. Therefore “ it is 
in my thoughts much better to fetch away the 
after-birth as soon as the woman is delivered ”. 
In his characteristic open-minded manner, 
Willughby adds “ there bee some midwives that 
will not fetch the after-burden but leave the 
expulsion to nature and their women have done 
well”, whilst “there bee others, that by their 
too much searching and endeavouring to get it, 
do much mischief in their women’s bodies ” 
His final decision is “let the after-burden (if 
conveniently it may) bee produced by the mid- 
wife. Of midwives, if any of them deserve 
praise let them have it that doth not struggle 
too much to fetch the after-birth”. He fre- 
quently apologises for repeating his instructions 

and even asks the reader to “do what you 
will if you find these words often repeated ”. 
One reason for this may be that he was far too 
busy to be able to re-edit his script and another 
that, by repetition, he could enforce his 
teaching. 

Willughby was the first writer to describe 
another obstetric manoeuvre which is still used 
occasionally. 

He writes: “I was assured by a learned Dr. 
eminent especially for his knowledge in the 
midwife’s bed—that hee with others was called 
to deliver a woman that had the neck of the 
womb scirrhous, all of them strived to dilate 
the os uteri with the instrument—called specu- 
lum matricis—through these enforcements the 
instrument was broken in her body. . . . they 
conceived it would be best—to cut the neck of 
the womb with an incision knife—this was done 
on both sides—it proved gristly in cutting—the 
passage being thus opened—the woman was 
happily delivered of a living child—shee well 
recovered and was afterwards the mother of 
severall children.” 

Willughby comments: “this report seemed 
very strange to mee and to be admired”. As 
“this Dr. was very kind and loving to mee—I 
dare not think that untruths would passe from 
his mouth”. Professor Joseph De Lee, who 
attached much value to the study of the history 
of midwifery practice, says, in his Principles and 
Practice of Obstetrics, “the first records of 
cervix incisions are from the eighteenth century. 
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but probably they were made earlier”. Evi- 
dently even De Lee had not read Willughby’s 
Observations. Elsewhere Willughby declares: 
“] will willingly give thanks to anyone who 
will show mee my mistakes, or that would take 
paines to set forth a more easy and safer pas- 
sage for the birth of children”. He frequently 
emphasizes that he only valued advice from 
those who he describes as “ practicers in mid- 
wifery—provided the advice is not so much their 
supposed thoughts as their experimented direc- 
tions of wayes”. He also believed that “ every 
delivery has taught me something or at least 
hath confirmed my practice”: another of his 
observations well worth remembering. 

It would seem that “ an experimented way ”, 
to use his phrase, may have impressed Wil- 
lughby when he was “called to Mrs. Mary 
Harley of Walton-in-the-Wolds, in labour three 
or foure days”. Willughby finding “that the 
child’s head and body were too great for the 
passage . . . put back the head ” and “ delivered 
her by the child’s feet... . All of us thought that 
the child had been dead. But holding the feet 
towards the fire and with laying the after-birth 
on hot coales, and stroking the navel-string 
towards the belly, the child revived, and was 
baptized the Sunday after and was named 
Mary ”. 

He records another similar recovery certified 
to him by “ Margaret Kempe, midwife at 
Abbot's Bramley, who, in 1671, delivered a 
woman of twins, the first was a boy, the second 
enclosed in the secondine, and was a female ”. 
She “laid this birth in her lap, and opened the 
secondine, and took forth the child. Life was 
scarce perceived in it, but, by laying the after- 
birth on hot coales and stroking the navel-string 
towards the belly, the child recovered and 
liveth ”. 

Here Willughby was impressed by a sequence 
of events which savour of superstition, though 
it is possible that warmth as well as incidental 
delay in tying the cord may have benefited the 
infants. 

Many more of Willughby’s Observations could 
be quoted to reveal to you his gentleness and 
modesty, his careful attention to detail and 
kindly interest in the care and future welfare 
of his patients, and in the training of his mid- 
wives. He set up a standard of skill and of high 


ideals which must have greatly helped in 
removing the objections, widely prevalent at 
that time, to the so-called intrusion of the man- 
midwife into the birth-chamber. It may even 
have led to his skilled guidance and assistance 
being sought by trained midwives and anxious 
women in labour much earlier than had been 
the usual custom. 

I believe that Willughby’s standards and 
ideals are just as important in these days. 

That is one of the reasons which has led me 
to endeavour to arouse your interest in his 
writings enough to make it possible to republish 
Blenkinsop’s edition. 

Finally, to support this wish, I will read from 
a letter written (in 1939) by Dr. Francis, the 
Librarian of the William Osler Library, in 
Montreal, to Dr. Edwin Jameson, of New York 
State, the author of a well-known History of 
Obstetrics and Gynecology. Referring to 
Blenkinsop’s edition Dr. Francis says, “ It has 
always impressed me as a most important 
though little-known work. I don’t know of any 
book which gives an insight into the conditions 
of country practice in the old days and one so 
full of first hand personal experiences. I have 
asked several historically minded obstetricians 
whether they knew about it and none of them 
did, and I have always been surprised that 
nobody seems to have written it up or reprinted 
it. I hope your friend Professor Phillips intends 
to make it better known ”. 

Dr. Francis is wrong in giving the impression 
that nobody has written about Willughby’s 
Observations. Several eminent obstetricians 
have done so. Thomas Denman was the first. 
In 1788, in the Preface of his Introduction to 
the Practice of Midwifery, he says, “ Having 
been favoured by Dr. Kirkland with a manu- 
script written by Percival Willughby, I am able 
to give the reader a just idea of the practice of 
that time, many of the cases being dated from 
1640 to 1670”. It was not mentioned again 
until 1845. Then, in the Provincial Medical 
and Surgical Journal, Dr. Henry Blenkinsop, 
in a letter concerning extraction of the placenta 
before the child in cases of placenta praevia, 
quotes from “a curious manuscript in my pos- 
session, by Percival Willughby, gentleman ”. 

However, it was not until 1872 that full 
justice was accorded Willughby. This was by 
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Dr. J. H. Aveling in his History and Prospects 
vf English Midwives. He expressed his convic- 
tion “that Willughby’s writings proved him to 
have been a skilful kind and honest gentleman ” 
and, he added, “what a blessing it was for 
English women that such a benign teacher 
existed at this early period ... in the 
rescue of English Midwifery from its age of 
darkness.” 

Fifty years later Professor Herbert Spencer 
several times referred to Willughby, in his 


History of British Midwifery and in_ his 
Harveian oration and other lectures. 

I am in full agreement with Dr. Francis that 
the Blenkinsop edition should be republished 
in order that it may be more widely read. 

In these early days of a state medical service, 
it is, I believe, of the greatest importance that 
the patient's comfort of mind as well as of body 
should ever be the doctor’s first and foremost 
consideration, as it was so obviously that of 
Percival Willughby. 
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THE FIBROMUSCULAR STRUCTURE OF THE CERVIX 
and its Changes during Pregnancy and Labour 


BY 


P. E. HUGHESDON, M.B. 
Assistant, Department of Morbid Anatomy 
University College Hospital Medical School, London 


THE present work has been prompted by the 
recent reopening of the subject of cervical struc- 
ture by Danforth (1947) and others. 


MATERIALS AND METHODS 


The types of uterus used, and the methods of 
obtaining them, were as follows: 

(1) Non-pregnant: (i) foetal (by hysterotomy) 
aged 91 (65 mm.), 117, 119, 128, 145, 149, and 
180 days; (ii) foetal (stillborn) aged 216, 240, 
245, 248, and 270 days; (ili) post-natal (autopsy) 
aged 6 days, 5 and 7 months, 3, 9, 9, 23, 37, 38, 
40, 50, 60, 65, 69, 69, 80, 82, and 91 years; (iv) 
adult (by Wertheim hysterectomy) aged 38, 41, 
48, 55, 58, and 67 years; (v) adult (by total 
hysterectomy) aged 33, 35, 39, 40, 43, 43, 44, 44, 
46, 46, 47, 49, 50, 50, 50, 53, 61, 67, and 69 years. 

(2) Pregnant: (i) by hysterectomy, at 43, 57, 
82, 88, 97, and 113 days; (ii) anterior median 
sagittal slices, removed during hysterotomy and 
sterilization, at 65, 69, 84, 95, 105, and 162 days; 
(iii) from autopsies, at 103 (9 cm.), 108 (10 cm.), 
166 (204 cm.), 170 (21 cm.), 182 (23 cm.), and 
206 days, about 32, 34, 36, 39, 36-40, 40, 40, and 
42 weeks, term, term, and term (exact dates un- 
certain). 

(3) Postpartum, at 5 and 12 hours, 4, 10, and 
18 days. 

In the foetal and pregnancy material men- 
strual durations of pregnancy are given. Where 
these were not directly known they were inferred 
from crown-rump lengths appended in brackets. 
All uteri were, roughly normal anatomically save 
for 2, described later, with gross intramural 
fibroids. All the Wertheim specimens naturally 
contained carcinomas of the cervix, but in none 
was this so advanced as to produce gross erosion 
or distortion of the cervix. Some cervices from 
the latter part of pregnancy were undergoing 
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dilatation: relevant details are deferred to the 
text. In each case the entire length and mural 
thickness of the cervix in the median sagittal 
plane, anterior or posterior, was put through. 
Some transverse and coronal blocks were also 
made. In nearly all the non-pregnant specimens 
slices of corpus were put through for compari- 
son. 

All material was fixed in 10 per cent formol 
saline, embedded in paraffin in the usual way, 
and cut usually at about 10u. Sections were 
stained with Harris’s haematoxylin and eosin, 
and by a modified Mallory aniline blue-orange 
G described elsewhere (Hughesdon, 1949). In 
addition, sections post-chromed by a method 
described in this paper (e.g., a few minutes treat- 
ment with acidified dichromate, followed by 
reduction in bisulphite) were stained by a modi- 
fied Masson trichrome (e.g., iron haematoxylin, 
Masson’s ponceau-fuchsin 5 minutes, three 5- 
minute changes of 5 per cent phosphotungstic 
acid, 0.1 per cent light green in 0.2 per cent acetic 
acid q.s.). For photography of muscle at very 
low power sections were post-chromed as above, 
stained for 5 minutes in Masson’s ponceau- 
fuchsin, placed in 5 per cent phosphotungstic 
acid to clear connective tissue fibres for periods 
ranging from 15 minutes to several hours, and 
mounted without counterstain. In some cases 
0.5 per cent carmoisine (C.I. No. 179) in 0.5 per 
cent acetic acid was used in place of ponceau- 
fuchsin: it gives a less intense muscle stain but 
clears better from other tissue elements. By such 
methods muscle, epithelium, red cells, fibrin if 
present, and—to some extent—all individual 
cells come out red and therefore appear black 
on photography. These stains throw muscle cells 
into relatively greater relief than does H. and E., 
but are in no sense specific for them. In particu- 
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lar the latter have still to be distinguished from 
other mesenchymal cells by morphological 
criteria. Two such have been found useful 
here: (1) the tendency of muscle cells to run 
in regimented swarms and bundles; (ii) the sharp 
edges of such cells 


RESULTS IN GENERAI 


Ihe youngest foetal uterus (91 days) shows no 
muscle: its epithelum-lined cavity is surrounded 
by indifferent mesenchyme. This forms a cellu- 
lar and fibrillary network whose meshes are 
clongated parallel to the epithelium peripherally, 
at right-angles to it towards the centre. Muscle 
develops first in the former region and gradually 
encroaches centrally: it is seen in all later speci- 
mens 

Fig. | shows the position at 145 days. The 
fused Mullerian ducts form a simple tube, hollow 
above, solid at the level of the future cervix. A 
dark circumferential band represents muscle, 
which is developing at the periphery throughout. 
At high power it is recognizable as such above 
and below, where the band is sharply defined 
(1.c. at the fundal and vaginal levels), but is still 
in the form of condensed mesenchyme in be- 
tween. This elementary pattern (a simple duct 
surrounded by a primordial continuous layer of 
smooth muscle) persists in principle throughout 
life, with local elaborations as body and cervix 
develop. These are as follows: (i) in the body 
and isthmus the primordial layer is much 
thickened by the development of mature muscle 
bundles internal to it (well under way at 180 
days) and a subserous addition externally (from 
240 days), (ii) in the cervix the primordial layer 
alone matures. Internal to this the mesenchymal 
cells either remain indifferent or develop into 
fibrocytes or into immature muscle cells only. 
A layer of mature muscle, however, splits off 
from the primordial layer when the fornices 
form and fans into the base of the portio. 

The resulting anatomical pattern at birth is 
shown in Fig. 2. Above is the small anteverted 
corpus whose wall outside the mucosa is mus- 
cular (Le. dark) throughout. Below is the large 
supravaginal and vaginal cervix whose canal is 
lined by a disproportionately thick mucosa. 
Outside the mucosa the outer quarter or third 
of the wall is muscular like the corpus: the inner 
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and major part consists of moderately cellular 
connective tissue, rich in collagen, and contain- 
ing some bundles of immature muscle fibres. 
Fig. 3 shows the outer muscle layer of another 
specimen at higher magnification: it will be 
referred to as the extrinsic muscle of the cervix, 
since it forms part of a continuous layer running 
from fundus to vulva. The branch of this layer 
which splits off and arches over the fornix is also 
seen. Its extent of penetration into the portio 
seemed to vary but was generally most marked 
anteriorly, Fig. 2 notwithstanding. 

Save for the relative diminution in the length 
and mucosal thickness of the cervix, the 
arrangement in the adult ts similar: it is shown 
in Fig. 4. The outer quarter to third of the cer- 
vical wall is occupied by a layer of muscle 
bundles running, here as elsewhere throughout 
the uterus, in every possible direction. Between 
them lie broad loose collagenous septa, as in the 
outer and corresponding part of the corpus. The 
muscle bundles branching off, and arching over 
the fornix, are just visible. Internally, forming 
the bulk of the cervix, lies a broad mass of 
fibrous connective tissue (pale in Fig. 4). It con- 
tains a variable proportion of scattered muscle 
bundles, which will be referred to as the 
intrinsic muscle of the cervix. 

The intrinsic muscle is probably non-func- 
tional, for two reasons. (i) Its fibres lie in a mass 
of dense tangled collagen, similar to that of Fig. 
9, and are therefore unlikely to be capable of 
movement without great difficulty. On the other 
hand, the collagen septa of the extrinsic muscle, 
though broad enough to occupy a fair propor- 
tion of the outer zone of the cervix, are also 
systematized and loose in texture. They give the 
impression of being expanded versions of the 
connective tissue envelopes proper to muscle 
bundles and capable of the necessary relative 
movement. (ii) Its fibres are mostly immature; 
that is, they are small, narrow, poorly staining, 
and similar to those of a small myoma. The 
contrast in these respects between extrinsic and 
intrinsic muscle is shown in Figs. 7 and 8, taken 
respectively from the outer and submucous 
layers at the same level in the same section at 
the same magnification. 

The distinction is not absolute, however, as 
muscle size falls off gradually from above down- 
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wards. At the level of the isthmo-cervical 
(mucosal) junction, or a little higher, there is a 
slight increase in the proportion of connective 
tissue: somewhat lower this increases still more, 
and simultaneously the muscle fibres diminish 
in size. Though the leash shown in Fig. 3 intro- 
duces a variable amount of mature muscle into 
the lower part of the cervix, on the whole the 
general muscularity—fibre size and number— 
decreases from above downwards. 

The amount of intrinsic muscle in different 
cervices varies greatly: its arrangement is fairly 
constant. In sagittal sections there is seen a 
distinct submucous layer (cf. Fig. 5, in which the 
muscle content is unusually high, and Fig. 13) of 
mainly longitudinal and radial bundles: at its 
lower end this curves round under the portio 
and joins the extrinsic muscle. The middle layer 
(sometimes called the vascular layer) appears to 
be relatively void of muscle but this is an illu- 
sion. Owing to the small size of the intrinsic 
fibres they do not show up well when cut trans- 
versely. Fig. 6 is a transverse section of the 
opposite side of the same cervix as is shown 
sagittally in Fig. 5, about half-way up its length. 


The middle layer, consisting of mainly circular 
fibres, is now the most prominent. 

From a functional and practical viewpoint 
these details can be neglected, and the cervix can 
be understood to consist of an outer narrow con- 
tractile layer and an inner broad firm non- 
contractile mass. 


EFFECT OF VARIOUS AGENCIES ON CERVICAL 
STRUCTURE 


(i) Operative and other Artefacts. The 
extrinsic muscle layer, though clear enough in 
autopsy or Wertheim material, is apt to be 
obscured by postvital retraction in uteri removed 
by vaginal or abdominal total hysterectomy. It 
is a matter of common experience that, when an 
excised \iterus is cut into, the outer muscle layers 
pull away from the knife more than the inner, 
and that this differential retractiveness is en- 
hanced by fixation; so that, for example, the 
cervix may be pulled up through a right angle 
in a uterus opened through a single longitudinal 
incision. The effect of such forces on a section 
is shown in Fig. 5, where the extrinsic muscle 
has pulled its cut end up through about half the 
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length of the cervix. The layer is hardly recog- 
nizable as such and appears as merely a down- 
ward spur from the corporeal muscle. In an 
anterior section the muscle gets frayed by the 
pulling out of connective tissue fibres during 
dissection of the bladder and its identity is still 
further concealed. 

The other main artefact is encountered in all 
material. The outer muscle layers, being rela- 
tively loose both in body and cervix, are readily 
penetrated by fixative and stain well. The inner 
layers are in both (for different reasons) denser 
and apt to fix and stain poorly. In addition, the 
muscle fibres here are apt to shrink—especially 
in autopsy material where there is always some 
autolysis. In extreme cases the corporeal muscle 
fibres appear as a set of dots and dashes lying 
in the spaces of their cribriform collagenous 
framework—a phenomenon noted by Stieve 
(1929a). The small size of the intrinsic muscle 
fibres of the cervix is not due to any such arte- 
fact: those shown in Fig. 8 are from a slice cut 
out early in pregnancy and necessarily fixed 
promptly. 

(ii) Age. After birth the uterus, especially the 
corpus, diminishes in size. In my series all the 
postnatal pre-pubertal specimens were smaller 
than the 2 stillborns. In addition there is, in the 
former, a diminished contrast between corpus 
and cervix as compared with both earlier and 
later material. This is mainly due to a diminu- 
tion of muscle size in the corpus, but it also 
seemed that the cervical muscle was slightly 
more prominent than in late foetal uteri. In 
adult life the full muscular-corpus/fibrous-cervix 
contrast reasserts itself: in senile uteri there is 
some regression towards the infantile pattern. 

(iii) Parity. No effect was noted. 

(iv) Oestrogens. In 5 out of 6 cases in which 
the corpus showed cystic endometrial hyper- 
plasia (associated in one case with a granulosa 
cell tumour) the amount of intrincic muscle in 
the cervix seemed decidedly under the average. 

(v) Pregnancy. The collagen fibres are 
loosened, and the consistency of the cervix there- 
fore softened, by an accumulation of fluid. The 
process starts, and generally remains most 
marked, just under the portio; and it is progres- 
sive throughout pregnancy, as is shown in Figs. 
9-11. (These are taken from just under the 
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portio epithelium, which is the most convenient 
fixed point to choose—and also that nearest the 
examining finger and hence corresponding to the 
clinical impression of softening of the cervix.) 
At the same time the loosening extends upwards 
towards the internal os, but never reaches the 
same degree here as lower down. The main 
reason for this is that the process does not affect 
the connective tissue network surrounding the 
intrinsic muscle bundles but only the broad 
tracts of matted collagen lying between them 
(Fig. 12); so that, as there is relatively more in- 
trinsic muscle higher up, softening is here rela- 
tively less. At the same time there is also much 
variation in the degree of loosening, both be- 
tween different parts of the same cervix and 
between different cervices of about the same age, 
which has no obvious explanation. 

The loosening process consists of 3 com- 
ponents, namely, separation of the collagen 
fibres by fluid, separation of the individual fibres 
into a number of very fine fibrils, and actual 
fibre reabsorption and replacement by fluid. 
Fig. 10 illustrates the second of these processes: 
the fibre system appears more complex than that 
in Fig. 9 and the individual fibres less dense. 
The first change was present in adjacent areas 
in minor degree. It is present in major degree 
in Fig. 11, where there is obvious gross separa- 
tion of fibres by fluid. (The visible greyness of 
this fluid is not due to an albuminous nature 
but to myriads of tiny fibrils slightly out of 
focus.) In addition, in some cervices the poverty 
of fibre content toward the end of pregnancy was 
such as to imply actual fibre reabsorption. Many 
of these cervices were stained with Toluidine 
Blue and no metachromasia was seen outside 
the blood-vessels. Finally, it must be added that 
the vascularity of the cervix, and in particular 
the presence of large thin-walled venules, seemed 
to increase markedly as pregnancy advanced. 

he extrinsic muscle fibres hypertrophy during 
pregnancy, though less than those of the corpus. 

The behaviour of the intrinsic muscle is pecu- 
liar. At about the third to fourth month the 
fibres are much more prominent, partly (I judge) 
owing to a genuine hypertrophy and hyperplasia, 
partly because the loosening of the connective 
tissue permits more rapid fixation. The cervix 
appears in consequence to be almost a muscular 
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organ: though its muscle complement is less than 
that of the lower segment still, it presents a 
smaller contrast to it than at any other time. 
This heightened muscularity is reflected in Fig. 
14. Thereafter the intrinsic muscle undergoes 
involution or, at best, remains stationary—there 
is some variation. Fig. 15 (26th week) shows a 
later cervix in which the muscle has involuted 
and so restored the contrast between an inner 
preponderant non-muscular and outer muscular 
zone. 

Distinctive changes also occur at the isthmo- 
cervical junction. In the non-pregnant uterus, 
and in early pregnancy, the muscle has here the 
form of a three-dimensional lattice-work, just as 
it has throughout the corpus (Terruhn, 1927). 
Muscle bundles are found running in every pos- 
sible direction and also constantly changing 
direction: there is no special accumulation of 
circular muscle such as might suggest an ana- 
tomical sphincter here (Fig. 13). With the un- 
folding of the isthmus there is a definite, though 
not dramatic, change (Fig. 14). Bundles cut 
transversely or nearly so (in effect circular 
bundles) are now more prominent near the new 
internal os than above or below it. The difference 
is relative, not absolute—there are no distinct 
and separate sphincters in the uterus as there 
are no distinct and separate layers—and it varies 
in degrees: the example shown in Fig. 14 is of 
more than average prominence. It is seen only 
when the isthmus unfolds, and is probably con- 
nected with the centrifugal strain thrown thereby 
on the internal os—an accumulation of circular 
muscle to resist this being produced by re- 
arrangement of the bundles. In support of this 
view may be cited a uterus from a 43-day preg- 
nancy, enlarged to the size of a 14-week preg- 
nancy by a single intramural fibroid. At the 
bend in the wall of the lower corpus created by 
the fibroid there was a commencing accumula- 
tion of circular muscle. No such accumulation 
was found in the corresponding position of a 
non-pregnant uterus of similar size and shape 
from a similar fibroid. It seems likely, therefore, 
that the loosening of collagen that occurs 
throughout the uterus during pregnancy (Stieve, 
1929b) is necessary to the muscular rearrange- 
ment. (The term “ unfolding of the isthmus ” is 
used here quite conventionally to designate the 
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opening up of the lower pole of the gestation 
cavity that occurs when the uterus changes from 
pear-shaped to globular. Whether it is in fact 
the isthmus, and only the isthmus, that unfolds, 
is irrelevant to the argument and will not be 
discussed.) 

In the latter part of pregnancy the cervix con- 
sists of a central inactive mass (collagen, fluid, 
and immature smooth muscle) with slips of 
mature muscle applied to it down the side (ex- 
trinsic cervical muscle) and across the top (it 
will be convenient to refer to the latter as “ upper 
cervical muscle”). Fig. 15 shows the position at 
26 weeks. The lower end of the upper cervical 
muscle (extending to just beyond the gash in the 
section) consists mainly of circular bundles, and 
these are also prominent in the angle between 
the upper and extrinsic muscle layers. The tan- 
gential relation of these layers, transmitting as 
they must the whole pull of the lower and upper 
segments and presumably adding their own small 
quota thereto, to the rest of the cervical tissue 
is important. Their advancement or retardation 
relative to one another is associated with varia- 
tions in the anatomical pattern during taking up 
and dilatation of the cervix. 

Fig. 16 shows the position at 36 weeks in a 
cervix with a higher general muscle content than 
the last. The removal of the foetus has distorted 
the form of the cervix and allowed the 2 main 
muscle layers to thicken up by retraction, but 
their (in principle) tangential insertion is still 
recognizable. 

(vi) Taking up. Figs. 18 and 19 are taken 
from similar types of case. Both patients were 
in their first pregnancies, both died at term from 
non-obstetrical causes, neither was overtly in 
labour, and in both the cervix had been “ taken 
up ” so as to have the form of a diaphragm with 
a small central perforation. Both sections are 
anterior and sagitval and have the form of a T: 
the horizontal stem represents the taken-up cer- 
vix, the crosspiece attached thereto the lower 
segment above and the vagina below. 

In Fig. 18 the presentation was a first vertex 
and the cervix has been taken up in the manner 
accepted as normal. Save for a small erosion 
the squamous epithelium of the portio continues 
round below the cervical diaphragm to the 
external os. The endocervical glands now face 


upwards towards the foetal head, the taken-up 
canal measuring 2.5 cm. Much of the extra- 
cellular fluid has been ironed out but not all: 
in particular there can be seen a pale crescentic 
collection under the epithelium near the external 
os. Such a cervix would therefore be fairly soft 
to the touch. The vague grey shadow running 
along the length of the cervical flap is intrinsic 
muscle. The extrinsic muscle can be seen as a 
dark band running direct from the vaginal wall 
up into the lower segment. The dark spur pas- 
sing therefrom into the base of the flap consists 
of bunched-up extrinsic muscle, a muscle slip 
similar to that shown in Fig. 3, and the lower 
part of the upper cervical muscle. 

In Fig. 19 the presentation was a breech with 
extended legs, and the cervix, though clinically 
indistinguishable from the last (or at any rate 
not distinguished from it), is anatomically quite 
different. The apparent external os at the tip of 
the cervical diaphragm does not correspond to 
any pre-existing anatomical landmark and is in 
fact a new “ obstetrical os ” created about half- 
way up the cervical canal. The original external 
os is about 1.7 cm. from this below the cervical 
diaphragm, at the squamo-columnar junction 
clearly visible in Fig. 19: the original internal 
os is about the same distance from it above the 
diaphragm. That this position of the squamo- 
columnar junction is due to mechanical displace- 
ment and not to a large erosion is indicated by 
the above measurements, by the folding back of 
the portio epithelium lateral to it, and by the 
twist in the tissues supero-medial to it—muscle, 
collagen, and blood-vessels move first towards 
the right and then hook round to the left, show- 
ing that not only the epithelium but also the 
subjacent tissue is out of place. In sum about 
half the cervical canal has been “ taken up ” and 
half may fitly be said to have been “ taken 
down”. It will be seen that, as compared with 
Fig. ‘18, the mucosa appears thinner (owing to 
stretching) and the tissue underneath denser 
(owing to greater compression). Such a cervix 
would therefore be firm or tense to the touch. 
In the gross specimen a ridge corresponding to 
the squamo-columnar junction in Fig. 19 was 
clearly seen to extend right round the cervix, so 
that the situation figured is not confined to the 
anterior lip. Its immediate causation can only 
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be ascribed to precocious or relatively greater 
displacement of the extrinsic, as compared with 
upper cervical, muscle (cf. Figs. 15, 16), thereby 
tending to open the cervical canal from below. 
The clinical significance of this will be discussed 
later. 

(vil) Dilatation. Eight specimens were avail- 
able in which the cervix was undergoing 
mechanical alterations as a result of contraction 
of a pregnant uterus. Two of these are biopsies 
of the portio taken at the end of a long first stage: 
they convey no useful information beyond the 
fact that the squamo-columnar junction is 
approximately in the right place (as in Fig. 18), 
and will not be further described. Of the remain- 
ing 6 cases, in which a section of the whole 
length of the cervix was available, 4 were cer- 
tainly in labour by usual obstetrical standards 
(1 early and | late first stage, 1 second stage, and 
| with inadequate history), | certainly was not, 
and | (immediately to be described) was equi- 
vocal in this respect. All were multiparous save 
the second-stage case whose parity is unknown. 

Figs. 20 and 21 were taken from a case of 
habitual abortion late in pregnancy whose his- 
tory was as follows: 

Mrs. K., aged 29, presented herself on 19th 
December, 1950, when 172 days pregnant. She had 
previously had 2 roughly full-time pregnancies, in the 
second of which (at the North Middlesex Hospital) she 
had an unusually rapid labour. I am indebted to Mr 
A. W. Purdie, F.R.C.O.G., for the details of this which 
follow: “She was admitted here on 30th July, 1943, 
at about the middle of the pregnancy because of a 
coliform urinary infection which responded to treat- 
ment with sulphanilamide. She was re-admitted with 
toxaemia when 38 weeks pregnant and a drug induc- 
tion of labour with pitocin was commenced. Three 
hours later, after the third injection (2.5 obstetric 
units) pain had not started, but 20 minutes later the 
membranes ruptured spontaneousy. Five minutes later 
there was spontaneous expulsion of a living female 
child weighing 7 pounds 4 ounces. The third stage of 
labour lasted 10 minutes. From the rupture of the 
membranes to the birth of the child was only 5 minutes 
and as far as we know she did not have pains before 
the membranes ruptured.” Following this she had 
4 miscarriages, in August 1947, March 1948, December 
1948, and September 1949, at respectively 5-7, 5, 6, and 
6 months. She had had no gynaecological operations. 
In view of her history she was admitted and kept in 
bed, being allowed up once daily. On admission, the 
fundus was just above the umbilicus and judged to 
sccord with her dates: vagina and cervix were healthy 
and the os was closed. On 15th January, 1951, she 
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began to have painful uterine contractions and there- 
after was kept strictly in bed on large doses of pheno- 
barbitone: the pains stopped after 2 days. She then 
had some pain in the left calf. On 22nd January, 1951, 
she died suddenly. Autopsy disclosed a massive pul- 
monary embolus. The cervical canal readily admitted 
a finger throughout its entire length and the membranes 
were bulging through the external os. The uterus was 
removed and fixed unopened. 


Fig. 20 shows an anterior, and Fig. 21 a pos- 
terior, section of the cervix, close to the median 
sagittal plane. In Fig. 20 the form of the cervix 
is virtually unaltered by the contractions of the 
uterus: in Fig. 21 the internal os has been flat- 
tened out and is marked by the lower arrow but 
there is otherwise little change. The extrinsic 
muscle layer is visible in both—more clearly in 
Fig. 21—as a dark band passing up the outer 
side of the cervix from the vagina to the lower 
segment. In both the upper cervical muscle 
comes to an end some distance above the internal 
os (see legends). This is interpreted as resulting 
from precocious movement of this muscle, 
which itself results from a failure in the retain- 
ing power of the circular bundles at its lower end. 
The muscle pattern would thus be the opposite 
of that in Fig. 19. It should be emphasized that 
the existence of a pronounced gap between the 
lower end of the upper cervical muscle and the 
internal os is only significant (i.e., indicative of 
precocious movement of this muscle) in relation 
to the comparatively unaltered form of the cer- 
vix. In a cervix of such modified form as is 
shown in Fig. 22 it could be ascribed to simple 
stretching. The gross specimen showed no scar- 
ring, ridging, furrowing, or thinning of the wall 
in the internal os region suggestive of an old 
injury. 

In Fig. 22 the cervix has undergone con- 
siderable elongation which was present all the 
way round and which I attribute to muscular 
action though the patient was not in labour. 
(She was aged 28 and was brought in moribund 
from a pulmonary embolus at the 39th week of 
her 2nd pregnancy: the membranes were intact.) 
Owing in part to poor fixation and in part to 
congestion the muscle distribution does not 
show up: the specimen showed, however, an 
extrinsic muscle layer extending down externally 
into the vagina, and an upper cervical layer 
which ends only just below the top of the section 
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3 
Anterior median sagittal section of lower two-thirds of 
cervins Of 248-day stillborn A dark narrow layer of 
mMuscie is seen passing up the vaginal wall and splitting 


inte a branch which arches over the form. into the portio 

and another which continues up the outer side of the 

supra-vaginal cervix 
67.774 


Poncecau-fuchsin pp. 764 
= 


Fic. 4 


Posterior median sagittal section of cervix 
removed by Wertheim hysterectomy from a 
woman of 38. To the nght the loose laver 
of extrinsic muscle bundles is seen occupy 
ng from a quarter to a half the thickness of 
the cervical wall and running into the top of 
the vagina. To the left is seen pale tissue 
‘Le. collagen) below, permeated by several 
blood-vessels. and a dark mass of adeno- 
carcinoma of the cervix above 3 
C armorsine pp. 764, 770 
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Fic. § 
Posterior median sagittal section of cervix removed by total hysterectomy from a 
woman of 33. The mucosal isthmus, to right. is marked by a collection of round 
semi-dilated gland acini. This cervix contains well above the average content of 
muscle. It can just be seen splitting, from righ to left. into a submucous layer 
and an outer (extrinsic) layer the cut edge of which has retracted to half-way up 


the length of the cervix. ~ 3. Carmoisine. p. 768 


Fic. 6 


Transverse section of anterior half of same cervix as last. 

about half-way up, showing many more or less circular 

muscle bundles, most prominent in middle of cervical 
wall 34. Carmoisine. p. 768 
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Fic. 13 


Uterine wall, iAcluding isthmo-cervical region, on the 84th day of a 
The isthmus ts not unfolded. Endo- 


cervical mucosa ends about a third of the way up, its uppermost part 
To the right 


Ist pregnancy in a woman of 28 


being marked by a group of 4 conspicuous pale acini 
of this can be seen the submucous plexiform muscle layer composed 
mainly of longitudinal to radial fibres, with no local quasi-sphincteric 
fibres at any point 9%. Carmorsine 


accumulation of circular 
pp 765. 766. 
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after the untolding of the isthmus 
1899 of diphtheria, and 
CR. length of foetus 10 cm.) 
accumulation of roughly circular (trans 


A similar prece of uterine wall 
(from a woman of 36 who died in December 
was found at autopss 
Ihere is now a significant 
bundles in the 


Ponceau-fuchsin. Pp 
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region of the internal os 6 
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Upper and posterior part of an unusually elongated cervix from a multigravid woman of 44 
who died of rheumatic heart failure. C.R. length of foetus 23 cm. The upper part of the cervix 


is split by a knife-gash. The internal os is to the right of this and the cervical canal down the 

right-hand side of the specimen. The muscle bundles coming down from the lower segment 

(upper left corner) divide to apply themselves to the cervix tangentially. ~ 6. Ponceau-fuchsin. 
pp. 766, 767, 773. 
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bia. 16 


Posterior median sagittal section of lower segment, cervix 
and extreme upper end of vagina from a primigravid 


Patient of 32 who ded. of cerebral h 1emorrhage due to 
pre-eclampsia, at the th week The specimen is dis- 
torted by the thickening-up of the muscle by retraction 
(following postmortem removal of the foetus) and by the 
bending upwards of the cervix against the wall of the 
lower segment, giving an acute angle at the internal os 
fa small part of which ts missing). The muscle bundles 
coming down from the lower segment can be seen to split 
into arms travelling toward the internal os and toward 
the vagina, and embracing the rest of the cervix tangen- 
tially therefore. The latter is relatively more muscular 
than in Fig. 15, so the contrast is less striking t 3 
Carmorisine. p. 767 
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Internal os region of a rather poorly fixed specimen, early in labour, 
of which only the block was available. Cervix and upper vagina had 
been embedded folded back against the lower segment into the form 
of a U with the mucosa round the outside. Endocervical mucosa be- 
gins at about the middle of the figure where ovoid gland acin} become 
discernible. The extrinsic muscle is seen as a set of wavy dark lines 
to the left. The falling-off of the upper cervical layer ts seen in 
the change from dark to light grey just below the middle of the 
figure. ~ 20. Ponceau-fuchsin. p. 769 


In Figs. 17, 18, 19, 21 and 22 the anatomical “ internal os ~ has been partly or wholly 
flattened out. In captions and or text references to these figures the term “ internal os ” 
therefore refers to the upper end of the endocervical mucosa.]} 
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Fic. 19 


Apparently similar cervix from a primigravid patient of 21 (at the ?36th 740th weeé of preg- 

nancy) who died under chloroform anaesthesia whilst preparations were being made for version. 

The site of the internal os is marked by the upper arrow and the external os by the lower arrow. 

The looser dark muscle fibres running down the left of the figure are part of the bladder wall. 
x 6. Ponceau-fuchsin. pp. 767, 773, 774, 775 
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Fic. 20 


Anterior section of vagina, cervix and lower segment 
(right) and bladder wall (left) from a case of habitual 
abortion late in) pregnancy The torm of the cervix ts 
little altered and the internal os 1s at the bend in the wall 
The lower end of the upper cervical muscle is some dis- 
tance above this, opposite the arrow, where greyness of 
the wall becomes less intense The extrinsic muscle 1s 
visible as a narrow set of dark wavy lines passing down 
the outer side of the cervical wall into the vagina. ~« 3 
Ponceau-fuchsin. pp. 768, 775 
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Fig. 21 


Posterior section of vagina, cervix, and lower segment, 

from same case. The upper arrow indicates the lower end 

of the upper cervical muscle, the lower arrow the here 

flattened-out internal os. The extrinsic muscle is seen as 

a dark band, much chopped up by blood-vessels, running 

down the left-hand border of the tissue. »* 3. Ponceau- 
fuchsin. pp. 768, 775. 
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Posterior median sagittal section of a multigravid 
cervix at the 39th week of pregnancy. The portio 
is much elongated The muscle is not clearly 
visible owing mainly to poor fixation. The site of 
the internal os is marked by an arrow 3 


Ponceau-fuchsin pp. 768, 


Postpartum section, § hours after delivery, showing 
lower end of lower segment above, cervix, and 
upper end of vagina. The extrinsic muscle is clearly 
seen as a dark zone of wavy bundles passing down 
the outer side of the rroned-out cervix, and occupy- 
ing a third to a half the thickness of its wall. In 
the rest of this are seen scattered ecchymoses and 


congested blood-vessels 3. Carmoisine. p. 769. 
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—some distance therefore above the internal os. 

In Fig. 17, on the other hand, the upper cer- 
vical muscle layer can be seen to end at the 
internal os. The section is taken from a patient 
of 34 who died at the 34th week of her 3rd preg- 
nancy (of cerebral haemorrhage due to pre- 
eclampsia): she was in early labour, the os being 
2 fingers dilated. On section the cervix was 
somewhat elongated in its general outline, the 
form of the portio being intermediate between 
those of Figs. 21 and 22. (An unevenness in the 
section exaggerates the change-over in the 
muscle here which actually falls off rather more 
slowly from left to right.) A similar distribution 
was seen in a patient who died during labour at 
term following rupture of a Caesarean scar: 
unfortunately no history, obstetrical or other- 
wise, could be obtained. 

Two sections were available from cases later 
in labour. 

The first came from a patient of 31 who died, 
at term at the end of her first intra-uterine preg- 
nancy, with the os apparently fully dilated after 
36-48 hours in labour, the principal cause of 
death being concealed accidental haemorrhage. 
Section showed an elongated apron-like portio, 
about half the width and one-and-a-half times 
the length of that in Fig. 22, attached to a con- 
tinuous outer stretched muscular wall running 
from vagina to lower segment. The stretching 
made the lower end of the upper cervical muscle 
imprecise, and in any case the mucosal change- 
over from lower segment to cervical canal could 
not be identified. The portio flap consisted only 
of collagen, fluid, and congested blood-vessels, 
and the squamo-columnar junction was at its 
tip. 

The second came from a patient of 19 who 
died of congestive heart failure during the 
second stage of labour at the 7th month of preg- 
nancy. No further history was available. In the 
gross specimen the cervix was effaced, the portio 
reduced to a minute ridge, and the wall of the 
utero-vaginal canal in this region distended and 
thinned by the foetal head. The section showed 
merely what might be expected—a much- 
thinned continuous layer of muscle, with a 
much-thinned mucosa internal to it. It would be 
pointless to describe these 2 specimens further 
until there is some evidence that variation in 
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detailed anatomical pattern is both possible and 
detectable. 

(viii) Puerperium. Fig. 23 is taken from a 
primigravid patient aged 26 who died of post- 
partum haemorrhage at term. It shows 3 fea- 
tures of interest, namely, the ironed-out form of 
the cervix, the congested vessels and small ecchy- 
moses in its mucosa (a normal finding at this 
stage), and an extrinsic muscle layer rendered 
rather prominent by retraction. The later puer- 
peral material added no further significant 
information. In all, the intrinsic muscle of the 
cervix was much involuted, as in other full-time 
material—an important point, as all these speci- 
mens were well fixed and the finding is therefore 
not an artefact. 


LITERATURE AND DISCUSSION 


There is a large literature, stretching back for 
nearly a century, on the structure of the cervical 
wall. Much of it is intermingled with polemics 
on the origin of the lower uterine segment—a 
subject which will be avoided here. There re- 
main 6 points for discussion, namely: (i) the 
existence or non-existence of an outer (extrinsic) 
muscle layer; (ii) the high collagen content of 
the rest of the cervix, and the interpretation of 
this; (iii) the size and arrangement of the muscle 
fibres therein; (iv) the existence or non-existence 
of a sphincter at the internal os; (v) changes 
during pregnancy; and (vi) changes during 
taking-up and dilatation. (It is convenient to 
avoid the ambiguous clinical term “ labour ”’.) 

(i) Many writers state that the outer part of 
the cervix is mainly muscular or describe a dis- 
tinct outer muscle layer running up into the 
corpus and down into the vagina. The testimony 
to the existence of such a layer is overwhelming. 
It is described or figured, in much or little detail, 
in general or particular terms, in adult or foetal 
material, by the following: von Hoffman (1876), 
Bandl (1877), Benckiser and Hofmeier (1887), 
Acconci (1890), Diihrssen (1891), de Seigneux 
(1892), von Franqué (1897), Werth and Grusdew 
(1898), Fieux (1899), Ferroni (1902), Moraller 
and Hoehl (1912), Ivanoff (1913), Schmidt 
(1923), Stieve (1927, 1928), Goerrtler (1930), de 
Snoo (1939). The muscularity of the outer part 
of the cervix is naturally less stressed by writers 
who consider the whole cervix to be essentially 
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muscular. Kehrer and Lahm (1920) also des- 
cribe an outer muscle layer in the cervix, but 
suppose it not to connect up with the vagina but 
to turn through an angle and run to an insertion 
in the periosteum of the pelvic wall. This outer 
muscle layer is often erroneously referred to as 
longitudinal. Itcan be seen in Fig. 4 that, though 
there are conspicuous longitudinal bundles in it, 
there arc also others running in every possible 
direction. The layer does, however, probably 
transmit a mainly longitudinal pull—a quite 
different matter. 

(ii) The relatively dense “ matted ” (verfilzt) 
structure of the cervix, as opposed to the 
“lamellar” structure of the corpus, was noted 
early, and soon found to be the result of a rela- 
tively high collagen content. This finding has 
been variously evaluated and produced 3 main 
apprecia.ions 

(a) It is discounted by de Seigneux (1892), 
Bayer (1897), Werth and Grusdew (1898), and 
Stieve (1927). De Seigneux and Bayer regard the 
cervix as essentially a muscular organ, high col- 
lagen content notwithstanding. Werth and 


Grusdew regard the excess of collagen as patho- 
logical, found only after death from chronic 


wasting diseases: otherwise there is no more 
collagen in the cervix than in the corpus. To 
Stieve the cervix is normally essentially mus- 
cular but ceases to be so during pregnancy. 

(b) The cervix consists of an outer part which 
is mainly muscular and an inner part which is 
mainly collagenous. This is the view taken here 
and is the one best documented, being common 
to Benckiser and Hofmeier (1887), Acconci 
(1890), von Franqué (1897), Fieux (1899), 
Moraller and Hoehl (1912), Schmidt (1923), and 
de Snoo (1939). The accounts vary in detail and 
generality. Acconci, who is the most explicit, 
writes as follows: “ Muscle fibres are mostly 
much less numerous in the cervix than in the 
lower segment. They are almost entirely lacking 
in a narrow zone beneath the mucosae of the 
porto and cervical canal. .. . The fibres found 
in the middle of the cervical wall were small and 
scanty, they do not join together to form bundles 
but more often run isolated or in small groups; 
they increase gradually in volume and number, 
and collect into bundles, the more one ap- 
proaches the periphery. In this region they 
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generally have an oblique course or penetrate 
the cervix at right angles: circular fibres are 
scanty and do not form complete rings round the 
orifice.” He concludes: “ Muscle fibres are very 
rare in the cervix and are found mainly at the 
periphery ” (pp. 798-9). Von Franqué uses the 
low muscle content of the cervix to argue against 
a contribution therefrom to the lower segment. 
De Snoo regards the cervical collagen as the 
main force retaining the ovum, acting in fact 
exactly like the string round the neck of a toy 
balloon. 

(c) The cervix is almost entirely collagenous, 
containing only a few randomly scattered muscle 
fibres, according to Tarlo (1931), Danforth 
(1947), Schwartz and Woolf (1948). It seems to 
me probable that Danforth, by confining his at- 
tentions to hysterectomy material, was misled by 
the artefact described earlier (p. 765): the source 
of the error in the other authorities is less clear. 
It gives an entirely misleading picture of the 
structure of the utero-vaginal canal, as consisting 
of 2 muscular viscera connected by a sort of 
squat, hollow tendon, presumably uninfluence- 
able by drugs. In fact, however, the human cer- 
vix can contract independently of the corpus 
both spontaneously and in response to drugs 
(Schild, Fitzpatrick, and Nixon, 1951), which 
implies not only a muscular investment but also 
one powerful enough to shift its collagenous 
inner bulk—at least when softened by preg- 
nancy. The general question, whether the muscle 
of the collagen of the cervix is the main source of 
its retaining power, can hardly be settled ana- 
tomically. There is clinical evidence concerning 
the importance of the muscle round the internal 
os (FitzGerald, 1949). On a priori grounds one 
would expect the two to be complementary. 
Elsewhere (for example, in supporting the arches 
of the foot) collagen alone cannot indefinitely 
resist strain without adequate muscular support: 
add to this the loosening of the cervical collagen 
that occurs in pregnancy and it seems likely that 
the tone of the lower end of the upper cervical 
muscle is an essential factor in retaining the 
ovum. On the other hand the collagen probably 
prevents later on a too rapid or abrupt dilatation 
of the cervix such as might occur with the re- 
laxation of a pure muscular sphincter. 

(iti) The most complete study of muscle size 
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in the cervix is that of Bayer (1897), who mea- 
sured the lengths of several thousand fibres from 
the 2nd to the 7th month of pregnancy. The 
fibres in the outer layer rose in length from 140 


to 221 anteriorly, from 243 to 296u posteriorly. 


Corresponding figures for the inner (submucous) 
layers are 82 and 70u, 78 and 61, i.e. these 
fibres are not only smaller to start with but do 
not hypertrophy in response to pregnancy. The 
intermediate layers were intermediate in their 
behaviour. Similar data from uteri at term are 
given in a later paper (Bayer, 1898). 

The relatively small size of the muscle fibres 
in the bulk of the cervix is noted in the non- 
pregnant by Acconci (1890), Moraller and Hoehl 
(1912), and Tarlo (1931), and'in pregnancy by 
von Franqué (1897). As against these, Stieve 
(1927) found the cervical muscle fibres to be as 
large as those of the corpus, to undergo a tem- 
porary hypertrophy in early pregnancy, and 
later to involute in association with the reabsorp- 
tion of collagen and overgrowth of blood-vessels 
and glands: muscle persisted externally, however, 
in continuity with the vaginal muscle. Tarlo 
(1931) confirmed the involution of cervical 
muscle in late pregnancy, as do my own findings. 
The majority view would seem to be that much 
of the intracervical (intrinsic) muscle is com- 
posed of small fibres poorly responsive to preg- 
nancy. 

Certain technical consequences of the narrow- 
ness and poor staining quality of the intrinsic 
muscle fibres of the cervix are worth mentioning. 
Because these fibres are narrow they stand out 
fairly well when seen in their entirety but not 
when chopped up. Consequently they always 
appear absolutely as well as relatively more 
prominent in thick sections than in thin, and in 
the plane of section cut than in other directions, 
i.e. they appear mainly circular and radial in 
transverse sections, and longitudinal and radial 
in sagittal and coronal sections. Because these 
fibres stain poorly they do not stand out well in 
H. and E., as does smooth muscle generally, 
and they are easily overlain and rendered incon- 
spicuous by a dense fibre stain as in van Gieson 
and Mallory types of procedure. They show up 
better with a Light Green fibre stain or none at 
all, and for this reason it is inadvisable to judge 
the amount of muscle in the cervix with one 
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staining method only. Furthermore, as it is 
almost impossible to discount the optical illu- 
sions produced in these ways, it is pointless to 
try to put an exact figure to the proportion of 
muscle as judged by a general impression. In 
any case the arrangement and character of the 
fibres is quite as important as the amount of 
space they occupy. The conception that the in- 
trinsic muscle fibres of the cervix are immature 
seems the best way of reconciling the essentially 
fibrous nature of the bulk of it with the various 
detailed descriptions of the arrangement of the 
cervical muscle, a summary of which follows. 

Ferroni (1902), Moraller and Hoehl (1912), 
and Stieve (1927, 1928) state that the cervix con- 
tains inner and outer longitudinal muscle layers 
and a middle circular layer. Ferroni describes and 
figures the inner, or submucous, layer as sweep- 
ing round under the portio, at its lower end, to 
join the outer layer as it descends into the vagina. 
Werth and Grusdew (1898) give a similar 
account save that the submucous layer is des- 
cribed as plexiform: they describe also how the 
branch of the outer layer shown in my Fig. 3 
fans into the portio in a radial tree-like fashion, 
interdigitating with the circular fibres of the 
middle layer, which pass between its branches. 
Bayer (1897) describes inner and outer spiral 
and middle circular layers. Schmidt (1923) gives 
various accounts: the general impression is of an 
outer longitudinal layer, an inner longitudinal or 
plexiform layer, and a middle irregular one. 
Von Franqué (1897) describes an outer longi- 
tudinal layer: the rest of the cervical muscle is 
irregular and has no typical arrangement. 
Goerrtler (1930) describes a narrow outer or sub- 
serous longitudinal layer: internal to this is a 
criss-cross pattern representing the lower ends of 
spiral muscle bundles.coming down in both 
directions from the body above and flattening 
out at the level of the cervix. 

The apparent confusion of the above probably 
results in part from attempting to see in the 
uterus even a remote reflection of the structure 
of the alimentary tract. There are strictly no 
“layers” in the uterus—either outer longi- 
tudinal and inner circular or otherwise—-and the 
muscle bundles change direction freely and run 
from one zone of the uterine wall to another. 
This homogeneity of the uterine wall is re- 
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marked on by Bayer (1897) and Stieve (1927). 
Further, in any given zone, muscle bundles run- 
ning in any direction may be seen—a statement 
that can be verified in any section of any part 
of any reasonably normal uterus. Consequently 
any description that speaks of a “ longitudinal 
submucous layer” and the like can only be 
approximate. My own approximations were 
given earlier. 

(iv) De Seigneux (1892), Bayer (1897), 
Moraller and Hoehl (1912), Stieve (1927), and 
Tarlo (1931) state that circular muscle pre- 
dominates in the cervix, taking it as a whole. 
Goerrtler’s (1930) views amount to the same, 
though he is at pains to repudiate the idea that 
complete muscle rings can be found in the cervix. 
None the less, his flattened-out muscle spirals, 
even though curving eccentrically with respect to 
the cervical canal and continuous above with 
muscle running obliquely, would have exactly 
the same effect if they contracted in unison as 
a collection of true muscular rings. (No attempt 
will be made to discuss Goerrtler’s general views 
on the structure of the uterus.) The proportion 
of roughly circular muscle, vis a vis the rest, in 
the cervix would be difficult to arrive at and for- 
tunately is of no consequence, since most of its 
fibres are non-functional. A more important 
question is the existence or non-existence of a 
sphincter at the internal os—that is, of a local 
preponderance of roughly circular fibres at the 
upper end of the cervix above the point where 
muscle size begins to fall off. No writer con- 
vincingly describes one in the non-pregnant: 
Stieve (1928) specifically denies any such col- 
lection either in pregnant or non-pregnant uteri. 
Von Franqué (1897) finds such a collection at 
all stages of pregnancy, and d’Erchia (1904) and 
Schmidt (1923) describe it in isolated specimens. 
(d’Erchia also describes a sphincter at the 
external os.) In my own material I could detect 
a local relative preponderance of circular 
bundles at the internal os only after the unfold- 
ing of the isthmus during pregnancy, when it was 
of variable and sometimes insignificant degree. 
However the majority of specimens showed it. 
The development of strong functional 
sphincter at the internal os in the macaque 
monkey during pregnancy is described by Ivy, 
Hartman, and Koff (1931). It may be doubted 
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whether structure and function need necessarily 
correlate well here; for randomly arranged 
muscle bundles, if packed into the gross form 
of a ring and obliged to contract together, might 
be able to act as a compressor. 

(v) The loosening of the connective tissue of 
the cervix in pregnancy is described in detail by 
Stieve (1927): similar but less intense changes 
occur in isthmus, body, and vagina (Stieve, 1928, 
1929b). The fibres become separated by fluid. 
Each individual fibre remains sharp and there 
is no evidence of fibre reabsorption: on the 
contrary, there is an increase in the number of 
fibres in the early stages of pregnancy. With the 
concomitant heightened vascularity the appear- 
ance is that of granulation tissue or young con- 
nective tissue. The term oedema is objected to 
as implying a pathological excess of fluid. The 
changes described are physiological and render 
the cervix more mouldable. I can only add that 
in my material the degree of rarefaction seemed 
at times too great to be accounted for without 
fibre reabsorption. 

The changes in the muscle have been discussed 
above. It seems a reasonable speculation to 
attribute the later involution of intrinsic muscle 
in part to oestrogenic action, in view of the find- 
ings in metropathia and at different ages. 

(vi) Few sections of cervices during taking up 
and dilatation have been published. Bayer (1898) 
describes 2—one known to be in early labour 
and one not—in which the cervical canal had 
started to dilate. The form of these cervices had 
not essentially altered from that of late preg- 
nancy and resembled that of my Figs. 15 and 16. 
Stieve (1927) describes a primigravid cervix 
early in labour having a form in principle like 
my Fig. 18 and an apparently similar muscle 
distribution. Two further intrapartum cervices 
(Stieve, 1929a, b) are not figured or described 
in detail. Barbour (1896) reproduces a cervix 
from the second stage of labour. It establishes 
the fact that the squamo-columnar junction is 
approximately in the right place, but the wavy 
lines with which the wall is hatched give no clue 
to the muscle distribution. A drawing by Hof- 
meier of a late-second-stage uterine wall with 
the cervix completely effaced is reproduced by 
Goerrtler (1930). It conveys the relative elonga- 
tion of the muscle lamellae of the stretched lower 
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segment but no other information. This list may 
not be exhaustive as a few of the many birth 
atlases published 40-60 years ago and based on 
frozen sections of cadavers have not been 
available to me. Of those that were, Leopold’s 
(1897) seemed the most valuable for its detailed 
gross information. 

The main particular problem provided by 
my own material lies in the assessment of 
Fig. 19, where about half of the cervical 
canal has been opened up from below. This 
finding seems to be without exact precedent 
since current accounts describe the cervix as 
dilating always funnelwise from above down, 
and being “taken up” in a like manner. 
However, certain phenomena described by 
Matthews Duncan (1859) and Litzmann (1876) 
sound at first rather similar. Matthews Duncan 
wrote as follows: “ The capacity of the cervical 
cavity becomes gradually greater as pregnancy 
advances; and this is effected by an increase of 
its diameters, or breadth, advancing from below 
upwards, that is, from the external to the internal 
os of the cervix.” However, he adds: “. . . this 
order of sequent changes is, in primparae, often 
if not generally perverted, in so far as the 
external os often remains a little increased, while 
the cavity of the cervix above is dilated . . .” 
(p. 778-9). Thus Litzmann: “ The opening and 
unfolding of the cervical canal proceeds in the 
last months of pregnancy in a double direction, 
both from the external and from the internal 
os.” But he also adds: “ The external os remains 
closed or opens itself only slightly, is not at all 
events transmissible to the finger, pre-eminently 
in primiparae ” (p. 125). He states that opening 
of the external os is especially associated with 
marked softening of the lips. It seems likely 
therefore that both these writers are referring to 
a more or less passive divergence of the lips 
toward term which (I am told) is a clinical 
commonplace in multiparae. Moreover Litz- 
mann gives the incidence of his phenomenon 
amongst several dozen cases, so that whatever 
he was talking about was something easily 
observed. The situation depicted in Fig. 19, 
however, was not recognized clinically and is 
probably quite a different entity: it occurred in 
a first pregnancy and represents a complete cir- 
cumferential taking down of half the cervix. As 
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to its frequency (relative to Fig. 18) it may be 
noted that Leopold figures 5 primigravid cer- 
vices (Plate XXIX, Figs. 39, 41, 45, 47; and 
Plate XV, Fig. 22) early in labour in which the 
arbores vitae are clearly drawn and show them 
to be in various stages between those of Figs. 16 
and 18, i.e. to be opening purely from above. 
Add to this, for the little it is worth, the testi- 
mony of tradition and it seems likely that Fig. 
18 is the rule and Fig. 19 the exception—and 
therefore may well be pathological. 

The mechanism whereby the cervix gets from 
Fig. 15 to Fig. 19 is not difficult to imagine. Of 
the two tangential muscle layers transmitting the 
pull of the upper segment the extrinsic muscle 
would tend to open the cervix from below (by 
rolling up or everting it) and the upper cervical 
muscle to open it from above. In favour of the 
extrinsic muscle winning the day is its relatively 
long insertion—and consequent great purchase 
—on the cervix, the absence of any opposing 
force corresponding to the circular fibres of the 
upper cervical layer, and the relatively greater 
excitability and responsiveness of the outer 
muscle layers of the uterus (Hofbauer, 1929). In 
favour of the upper cervical muscle is the normal 
advance of the ovum (that is, forewaters and/or 
presenting part) which necessarily tends to dilate 
the canal from above down—a circumstance 
which probably normally dominates the situa- 
tion. It follows that anything which tends to pre- 
vent the advance of the ovum might in theory 
promote the opening of the cervix from below 
and lead to the position shown in Fig. 19. The 3 
main possibilities are malpresentation, dispro- 
portion, and undue tension of the circular muscle 
round the internal os. The first possibility is 
supported (as a possible cause) by the fact that 
the presentation associated with Fig. 19 was a 
breech with extended legs. However, such a pre- 
sentation does not always have such a result: 
Leopold (1897, Plate XXIX, Fig. 39) depicts a 
cervix behaving normally in association there- 
with. Disproportion seems unlikely to prevent 
that rather slight advance of the ovum relative 
to the internal os—as opposed to the pelvic wall 
—necessary to take up the cervix. On the other 
hand, tension of the muscle round the internal 
os seems admirably calculated to achieve the 
effect under discussion, in which case it should 
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be associated with cervical dystocia. The follow- 
ing case provides evidence of such an association. 


Mrs. W.. aged 26, was induced by high puncture of 
membranes on the 279th day of her fifst pregnancy 
for pre-eclampsia [he presentation was a left 
occipito-anterior and the head readily entered the 
pelvis when pains began 10 hours later. After she 
had been in labour for 32 hours, with contractions 
weak to moderate, a lower segment 
Caesarean section was performed on the grounds of 
cervical dystocia and foetal distress. Her subsequent 
progress was uneventful. The record of changes in 
the cervix provided the important data. On admission 
the external os barely admitted the tip of a finger 
After 5 hours, and again after 12 hours, in labour it 
was described as 1-2 fingers dilated; after 23 hours 
and after 26 hours 3 fingers, dilated; and 
impossible to interpret”. After 
304 hours a note was made: “Cervix taken up: os 
barely admits tip of finger.” The inconsequence of 
the last entry provoked further inquiry, which elicited 
the following: the first 4 entries refer to the gradual 
dilatation of the external os, and during this time the 
internal os could be felt tightly closed. The last entry 
refers to the internal os, the edge of which now felt 
tense, hard and razor-sharp, both from below and later 
at operation from above. The fate of the external os 
was not considered at the time, but in retrospect it was 
recalled that there was a circumferential ridge some 
distance from the now accessible internal os, which 
probably represented the remains of the portio. 

It is clearly impossible in this (or any other) 
case that the cervical canal should have been 
literally taken up through a completely closed 
internal os. None the less the cervix was judged 
clinically to have reached a “ taken up” state; 
and this could only have resulted from its being 
in fact “ taken down” in the manner shown in 
Fig. 19. The account of the final state of the 
cervix recalls Arthur's (1949) “ tense” type of 
cervical dystocia in which “ the edge of the ex- 
ternal os was so taut as to resemble a knife 
edge". It seems possible that other and perhaps 
all such cases have the anatomy shown in Fig. 
19 and that the supposed external os is some 
arbitrary point more or less high up in the cer- 
vical canal; in which case the observed tenseness 
reflects neither a primary excess, or inadequate 
softening, of collagen nor, directly, spastic 
muscle, but rather the folding of the inner cer- 
vical wall through nearly 180 degrees with 
consequent intense compression (see Fig. 19) of 
its tissue. Although the ultimate cause of the 
condition is (it is postulated here) undue tension 
of the circular muscle round the internal os, it 
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by no means follows that the exhibition of some 
drug (supposing such to exist) capable of reduc- 
ing this tension will cure the condition once the 
state shown in Fig. 19 has been reached. By this 
time the outer muscle layers of body and cervix 
which have got ahead will have had their ad- 
vantage secured to them by retraction, thereby 
probably causing all future contractions of the 
corpus to be transmitted to the cervix in an 
eccentric and inefficient manner. In short the 
malady, initially functional, may well produce 
structural changes which tend to perpetuate it 
and so create a vicious circle. 

It is convenient to summarize the forces acting 
on the full-time cervix in the form of the dia- 
gram shown in Fig. 24. 

The upper cervical muscle, with its continua- 
tion into the lower segment, is represented by 
AA’ the extrinsic by BB’, where B’ is the spur 
shown in Fig. 3. A’ contains a good deal of circu- 
lar muscle: it must be remembered that in 3 
dimensions it forms a ring or perforated dia- 
phragm round the internal os. B’ likewise, at a 
lower level and with a larger perforation, forms 
a muscular diaphragm containing both radial 
and circular fibres. The separation of A and B 
into separate layers is, of course, lost once they 
reach the lower segment and form part of a 
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continuous lattice-work, but the diagram does 
express the fact that outer and inner zones of the 
uterine wall can undergo movement relative to 
one another. Both A and B serve in the main to 
transmit (via their organized collagenous frame- 
works) to the cervix the pull of the upper seg- 
ment, adding themselves an increment which is 
no doubt trifling. The centrifugal push of the 
ovum cannot readily be represented and must be 
imagined. 

A characteristic feature of the primigravid 
cervix is that the diaphragm B’ is intact. Con- 
traction of B therefore’ tends to lift the lower part 
of the cervix toward the upper and shorten it 
vertically—that is, to take it up. Provided that 
A’ is not spastic and can retreat laterally the 
cervix will progress to the state shown in Fig. 
18, with the cervical canal facing upwards, and 
B’ pushed up against A’, with a certain amount 
of B bunched up in the neighbourhood. It is 
possible that this bunching together of A’, part 
of B, and B’ is a contributory factor to the 
greater length of labour in first pregnancies. If 
A’ is spastic then BB’ will tend to open the lower 
part of the cervix from beneath and reach the 
state shown in Fig. 19 in the way described. 

A characteristic feature of the multigravid 
cervix is that the integrity of B’ is lost, destroy- 
ing its lifting effect on the cervix and allowing 
the lips of the portio to diverge. The effect now 
of variations in the force or précocity of move- 
ment of A and B can only be guessed. One would 
expect a strong B to diverge the lips of the cervix 
markedly, and a strong A to tend towards 
elongation of the cervix in the manner shown in 
Fig. 22. If A’ (or the circular muscle therein) is 
weak one would expect a selective and preco- 
cious release of A, with B remaining unmoved 
and the form of the cervix unaltered. This is 
what is seen in Figs. 20 and 21. I do not think 
either the gross or the microscopic findings here 
can be explained as due to agonal contraction 
of the uterus resulting from sudden death. I 
know of no data concerning such contraction, 
but find it hard to suppose that a single sudden 
spasm of the uterus, however strong, could open 
up the cervical canal throughout its entire length 
so as to bulge the membranes through the ex- 
ternal os. The microscopic findings are also such 
as are unlikely to have resulted from a sudden 
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contraction, which could hardly withdraw 
suddenly for the distance shown without more 
distortion. The reason for the giving way of A’ 
is obscure. The history of an apparently very 
rapid previous delivery suggests the possibility 
of a gross mechanical injury to the internal os, 
such as is described by Lash and Lash (1950); 
but no sign of such could be seen. A minor 
injury, relatively difficult to detect but per- 
manently impairing the efficiency of A’, seems 
to me possible but improbable. For A’, contain- 
ing the muscular ring round the internal os, is 
not (in my view) a permanent structure like B’, 
to be permanently split by a single delivery, but 
is reconstituted afresh in each pregnancy when 
the isthmus unfolds; so that only a relatively 
gross injury would be likely to weaken it per- 
manently. A remote possibility is undue upward 
spread of the involution of the intrinsic muscle 
that occurs in late pregnancy. At all events the 
sections provide evidence for the view that in 
habitual abortion late in pregnancy the abnor- 
mality lies in the cervix and not in the ovum. 

The handful of intrapartum and allied cervices 
described here and in the literature establish 
beyond doubt that the anatomical pattern of the 
muscle layers during taking-up and dilation 
varies markedly: the functional significance of 
these variations is, however, with such small 
numbers, much less certain and the interpreta- 
tions given here are tentative. Clearly further 
work is indicated, but this is difficult to accom- 
plish in any one institution since intrapartum 
deaths are happily so rare. Doubtless this is the 
reason for the almost total neglect of the subject 
hitherto. I must conclude therefore by remark- 
ing that I should appreciate assistance in obtain- 
ing access to uteri in this condition (i.e. in the 
first or second stage of labour); and that such 
material is of greater value if fixed with the 
foetus in situ, so that the muscular relations are 
not distorted by retraction. 


SUMMARY AND CONCLUSIONS 


The human cervix consists of an outer quarter, 
which is mainly muscular, and an inner three- 
quarters which is mainly collagenous—an 
arrangement which is present at birth and per- 
sists throughout life. 

The outer muscle layer forms a complete 
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investment of the cervix and is continuous with 
the corporeal muscle above and vaginal muscle 
below. Its fibres, which run in every direction, 
are separated by broad septa of loose collagen: 
they are mature and certainly capable of func- 
tion. The inner major part of the cervix consists 
of dense tangled collagen, through which are 
scattered many small immature, probably non- 
functional, muscle fibres. These are mainly 
longitudinal and radial under the mucosa and 
circular further out. 

During pregnancy the collagen fibres become 
separated by fluid and some are reabsorbed. The 
process is patchy and usually maximal under the 
portio. The resulting softening readily allows 
the outer (extrinsic) muscle layer to influence 
cervical diameter. During the unfolding of the 
isthmus there develops in the region of the 
internal os a local accumulation of circular 
muscle which probably acts as a compressor. 
The immature muscle of the inner mass of the 
cervix undergoes a temporary hypertrophy and 
hyperplasia: in late pregnancy it remains 
stationary or involutes. 

Towards term the cervix consists of a central 
mass of non-contractile tissue—immature 
muscle, collagen and fluid—with mature muscle 
layers, transmitting the pull of the upper seg- 
ment, applied tangentially across the top and 
down the side. The retardation or advancement 
of these two layers relative to one another is 
associated with variation in the anatomical 
pattern during taking-up and dilatation. Pre- 
cocious (or excessive) movement of the outer 
muscle layer, attached down the side of the cer- 
vix, tends to open it from below; and there is 
evidence that this is associated with severe 
dystocia. Precocious movement of the upper 
layer of muscle, attached across the top of the 
cervix, Was seen in a case of habitual abortion 
at the sixth month of pregnancy. These two 
aberrations are interpreted as reflecting excessive 
strength and weakness respectively of the circu- 
lar muscle round the internal os. 

I am indebted to Professor W. C. W. Nixon 
for suggesting this line of inquiry and providing 
much of the material, and to Miss K. A. D. 
Drury, Mr. T. B. FitzGerald, and Professor W. J. 
Hamilton, for providing certain items of especial 
interest 
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Section of the liver from Case 2. 


Masson trichrome stain 850 
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M. C. G. Isragevs, M.Sc., M.D., F.R.C.P. 


From the University Unit, St. Mary's Hospitals, Manchester, 
and the Department of Haematology, Manchester Royal Infirmary 


Reports of pregnancy in patients with cirrhosis 
of the liver are sparse. As far as we are aware 
the only textbook that mentions this association 
is that of Adair and Stieglitz (1934), where the 
medical complications of pregnancy are exten- 
sively discussed, and in which Kraul’s (1927) 
paper is quoted. In reports in which the medical 
complications of large numbers of obstetrical 
cases are analyzed there is no reference to cir- 
rhosis. Bean et al. (1949), discussing the signi- 
ficance of spider naevi in pregnancy, state that 
in their experience they had not seen a preg- 


nancy in a woman with cirrhosis of the liver. 
The reasons for the extreme rarity are many. 
Cirrhosis of the liver (the term is used here in 
the wide sense, to include diffuse fibrosis as 
well as postnecrotic scarring) is much commoner 


in the male. Most female cases are in age- 
groups beyond childbearing. Furthermore, since 
it is believed that the metabolism of sex steroids 
is disturbed in the presence of failure of the 
liver parenchyma, fertility may be expected to 
be impaired even in the early cases of cirrhosis, 
as well as in the later stages when the general 
health of the patient is severely affected. 

The rarity of pregnancy in cirrhosis, however, 
may be more apparent than real. Until recently 
the diagnosis of cirrhosis was rarely made until 
the advanced stages. Now, the advent of fairly 
reliable tests of liver function, coupled with the 
pioneer work of Himsworth and Sherlock in this 
country, Patek, Snell, and Lucke in America, 
Iversen and Roholm in Sweden, and many 
others, has made the clinician alert to the pos- 
sibility of making an earlier diagnosis, and it is 
to be expected that reports of cases of preg- 
nancy in cirrhotic women will appear more 


frequently in future. Again, until recently ter- 
minology has been much confused, particularly 
in connexion with Banti’s disease. It is now 
almost generally accepted that the majority of 
cases of Banti’s disease have, in fact, been cases 
of liver cirrhosis (McMichael, 1934; Larrabee, 
1934). 

For several reasons pregnancy in the presence 
of hepatic cirrhosis must alarm both physicians 
and obstetricians. Pregnancy, by diverting 
essential nutriments from the mother to the 
foetus, would favour trophopathic changes in the 
liver (Himsworth, 1950); an epidemic of infective 
hepatitis running a mild clinical course with low 
mortality rate acquires unusual severity when 
it attacks pregnant women (Himsworth, 1950). 
Zondek and Bromberg (1947), in their report on 
infective hepatitis in pregnancy, give a mortality 
rate of 17 per cent, the usual mortality rate of 
the disease being of the order of 0.25 per cent 
(Finks and Blumberg, 1945; Lucke, 1944). In 
addition, more than 40 per cent of female 
patients with hepatic necrosis—“ acute yellow 
atrophy "—are pregnant or suckling (Hunter 
and Spriggs, 1908). In the German literature 
particularly, much discussion has taken place 
about liver changes in pregnancy, the Schwanger- 
schaftleber. It is, therefore, not surprising that 
many physicians and obstetricians favour thera- 
peutic abortion in a woman with liver cirrhosis. 

We have recently been able to study 2 patients 
with liver cirrhosis who went sucessfully through 
pregnancy and parturition, one of them twice. 
In our first patient the initial diagnosis of cir- 
rhosis was made when she reported at the ante- 
natal clinic. The second patient was known 
before the onset of pregnancy to have cirrhosis. 
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In view of the rarity of this association we 
are presenting these 2 cases in detail. 


Case | 

Mrs. S. J. G., aged 30, para-3, was first seen on 
10th July, 1950, in the Department of Haematology 

History. In 1945 she complained of recurrent left- 
sided lower chest pain which was first diagnosed as 
pleurisy; but a few months later her doctor found 
that she had an enlarged spleen. She was admitted 
to another hospital and, after a series of investigations 
which included blood counts, sternal puncture, and 
radiological examinations, she was given X-ray treat- 
ment to the splenic area during the fol'owing 18 
months. The last course was in January 1947. Her 
general condition remained good throughout 

Her first pregnancy, in 1943, was complicated by 
a small antepartum haemorrhage of unknown origin. 
The delivery was spontaneous. There had been 
further normal pregnancies in 1945 and 1948. The 
labours were normal. All 3 children are alive and 
healthy 

Following the delivery of her third child in 1948, 
she fe't well and had no discomfort referable to her 
splenic enlargement until the middle of 1949, when 
the discomfort recurred in the left upper abdominal 
quadrant and she noticed that the spleen was gradually 
increasing im size 

Since January 1950 she had complained of malaise 
and lassitude. Her appetite had been poor. She had 
last menstruated on 13th April, 1950. There was no 
history of jaundice or epistaxis, nor of gastro-intestinal 
haemorrhages except for occasional traces of fresh 
blood in the stools. She believed that she had gained 
weight slightly during the previous 3 months. 


Examination. She was a pale woman whose height 
was § feet 7 inches. She was not jaundiced and there 
were no spider naevi. A small soft lymph node above 
the right clavicle was palpable. There were no 
abnormal physical signs in the lungs or in the heart. 
The blood-pressure was 125/85. The liver edge, hard 
and tender, could be felt 3 fingerbreadths below the 
costal margin. The spleen was much enlarged, 
reaching the level of the umbilicus. The uterine fundus 
was palpable at the upper border of the symphysis 
pubis. Some internal haemorrhoids were seen on 
proctoscopy The blood-count showed moderate 
anaemia (Table 1) and the bone marrow was normal. 
Tests showed some degree of liver function impair- 
ment (Table 1). barium swallow showed no 
oesophageal varices. The Wassermann reaction was 
negative and the blood group was OD(Rh,) positive 
The Aschheim-Zondek reaction was positive. 

The physical signs and the liver function tests 
pointed to the diagnosis of liver cirrhosis. The patient 
was referred to the University Unit of Saint Mary's 
Hospitals, Manchester, and the problem of allowing 
the pregnancy to continue was fully discussed. It 
was decided to allow the pregnancy to go on; the 
major point in favour of this decision was the fact 
that her previous pregnancies had been uncomplicated 
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Also, it was thought that termination at this stage 
would present formidable risks 

Subsequent course. The patient was given a high 
protein diet and attended our respective clinics at 
weekly intervals. At no time did she develop albumin- 
uria, hypertension, or oedema, and there was no dis- 
proportionate weight increase. Measurements by a 
water displacement technique were made of her fore- 
arm volume on each visit to detect any early oedema 
in her upper limbs, as it was felt desirable to have 
the earliest possible information about the occurrence 
of oedema which might presage a pregnancy toxaemia. 
There was, however, no increase in the forearm 
volume throughout the pregnancy. Indeed, the course 
of the pregnancy was uneventful except for an attack 
of pleurisy at the 28th week, for which she was treated 
as an in-patient at Saint Mary’s Hospital for 10 days. 
Apart from this her general condition remained 
reasonably good and no change in the size of liver 
and spleen was noted. The liver function tests 
remained almost unaltered, as shown in Table I 

Labour. Labour began spontaneously at 2 a.m. on 
20th January, 1951, and the first stage lasted 14 hours. 
The second stage was accomplished in 15 minutes, 
and a live, healthy boy weighing 6 pounds 11 ounces 
(3,033 g.) was delivered spontaneously with the occiput 
anterior. Fifteen minutes later the placenta was 
expe'led from the vagina easily with a total blood loss 
of 5 ounces (142 ml.). 

The child was breast fed initially, but unfortunately 
the patient developed a left breast abscess which 
required incision on the 16th puerperal day. Arti 
ficial feeding was started because of this. 

Postnatal examination at 6 weeks postpartum. Her 
general condition had not deteriorated. Uterine 
involution was almost complete and lactation had 
ceased. A fortnight later her condition was unchanged. 

She has not visited the hospital since then, but her 
own doctor reports that she is in fairly good health. 


Case 2 

Mrs. U. M. K., aged 24, para-O0, was origina!ly seen 
in 1942 at the age of 15 because of haematemesis. In 
view of persistent low platelet counts a diagnosis of 
thrombocytopenic purpura was made and the spleen 
was removed. There is no record of the liver having 
been examined at operation. The haematemeses 
recurred at intervals over the succeeding 8 years, and 
they sometimes reduced the haemoglobin level to as 
little as 3 g. per 100 ml. After many investigations 
had been made without shedding light on the precise 
diagnosis, Mr. H. T. Simmons, in January 1950, 
carried out an exploratory laparotomy. No abnor- 
mality of the stomach or its blood-vessels was found 
and there was no evidence of portal hypertension. 
The liver was, to the naked eye, finely cirrhotic, and 
histological study of a portion of liver removed at 
the time of operation for biopsy showed definite cir- 
rhosis with destruction of liver substance in some areas 
(Fig. 1) 

The patient married in August 1949 and in March 
1950 became pregnant. We decided to allow the 
pregnancy to continue as it was thought that uncom- 
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plicated pregnancy was not likely to cause aggravation 
of the disease. Apart from a small haematemesis at 
the 18th week the pregnancy was uneventful. There 
was at no time hypertension, oedema, albuminuria, 
or a disproportionate weight increase, and she did not 
develop ascites 

Labour. Labour began spontaneously on 2ist 
November, 1950, and lasted 13 hours. There were 
no labour abnormalities and the total blood loss was 
8 ounces (227 ml). The infant was a healthy male 
weighing 7 pounds 13 ounces (3,543 g.). The puer- 
perium was uneventful and the patient and her infant 
were discharged from hospital on the 12th day. 

Liver function tests before, during, and after preg- 
nancy remained normal with the exception of the 
bromosulphthalein test (Table ID). In March 1951, 
for the first time, the liver was palpably enlarged 
about 2 fingerbreadths below the costal margin. It 
was firm and not tender 

The patient attended Saint Mary's Hospitals on 27th 
August, 1951, at the I4th week of her second preg- 
nancy. The blood-pressure was 110/70 and there 
were no abnormal urinary constituents. In view of 
the previous almost uneventful pregnancy, the con- 
tinuation of this pregnancy was advised with com- 
parative confidence 

The pregnancy was uneventful except for a minor 

intestinal haemorrhage at the 24th week. This pre- 
sented clinically as a melaena which subsided with a 
week's rest in hospital. Pregnancy continued unevent- 
fully after this and she was seen at weekly intervals 
in the antenatal clinic 

Labour began after 38 weeks amenorrhoea. The 
first stage lasted about 3 hours, the second stage 25 
minutes. A live boy weighing 6 pounds 14 ounces 
(3,486 2.) was delivered spontaneously with the vertex 
presenting. The third stage lasted 5 minutes and the 
blood loss was 4 ounces (114 ml.). The puerperium 
was uneventful and the infant was breast fed. Mother 
and baby were discharged on the 10th puerperal day 

She was last seen on 19th March, 1952. Her general 
condition was good and there was no change in the 
physical signs The liver function tests are given in 


Table Ul 


Review or THE LITERATURE 


In this section we have summarized briefly all 
the cases in the available literature in which the 
diagnosis of cirrhosis appeared to us to be 
firmly established. A few of them were reported 
as cases of cirrhosis, others were labelled Banti’s 
disease, while one was reported as a case of 
acute ascites in pregnancy. Some of the cases 
reported as Banti’s disease have been omitted 
because of lack of sufficient evidence that cir- 
rhosis was present. We have made every 
endeavour to trace all reports but do not exclude 
the possibility that some may have been missed. 
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Cast | (Scaglione, 1923) was aged 25 and a multi- 
para, whose previous pregnancies were uneventful. 
Dyspeptic symptoms appeared during the pregnancy 
reported. Delivery took place in the 8th month, but 
during the second stage of labour she had a profuse 
haematemesis and died 14 hours postpartum. Autopsy 
revealed Laennec cirrhosis, ascites, splenomegaly and 
oesophageal varicosities. 


Case 2 (Kraul, 1927) was aged 38 and para-2 
Seven months before the beginning of the reported 
pregnancy she had had serofibrinous pleurisy. At the 
6th month of pregnancy she suddenly developed 
jaundice with vomiting and diarrhoea, and by the 7th 
month she had lost 20 kg. (44 pounds) in weight. 
On examination there was an icteric colour, the liver 
was enlarged, hard, nodular, and slightly tender. 
The spleen was enlarged and hard. Ascites was 
present. The patient delivered a healthy child weigh- 
ing 2,400 g. (S pounds 5 ounces). The last report 
was 6 months after confinement, when the cirrhosis 
was found to have progressed. The child was healthy. 

Comment. This was probably a case of hepatic 
necrosis during pregnancy which progressed rapidly 
to cirrhosis of the postnecrotic type 


Case 3 (Hesseltine, 1930) was aged 42 and para-2. 
She was first seen when 14 weeks pregnant. On 
examination the spleen was enlarged and there was 
marked anaemia. The size of the liver is not reported. 
Splenectomy was performed. On laparotomy the 
liver was “enlarged and cirrhotic”. At about the 
30th week she delivered a healthy child spontaneously. 
On the Ilth postpartum day 7,000 ml. of ascitic fluid 
was removed. Six months after confinement the 
general condition was good. The liver was enlarged. 
the lower border being felt 13 cm. below the costal 
margin 

Comment. The case was reported as Banti’s disease; 
it is certain from the description of the liver that the 
woman suffered from liver cirrhosis. 


Case 4 (Tenney and King, 1933) was aged 20 and 
was first seen when 4 months pregnant. Seven years 
previously the liver was found to be enlarged; § 
years previously she had developed jaundice which 
lasted 5 months. Following this she was well for 2 
years except for some dyspeptic complaints; then she 
had a second attack of jaundice with anorexia and 
nausea. The jaundice continued for 2 weeks and 
laparotomy was performed during which the liver 
was found enlarged with a “ hob-nailed” surface. 
Ascites developed in the postoperative period and the 
patient became delirious and more deeply jaundiced. 
She then gradually improved and jaundice and ascites 
disappeared. The first 4 months of pregnancy had 
been uneventful and when she was seen the liver was 
enlarged 2 fingerbreadths below the costal margin. 
There was no splenic enlargement, ascites or jaundice. 
At term a Caesarean section was performed and oppor- 
tunity was taken to examine the liver which was 
enlarged and roughly granular; there was a definite 
scarring, with 4 or § nodules present, each 5 cm. in 


— 

ta 

. 

t 

fl 


LIVER CIRRHOSIS AND PREGNANCY 


diameter. The child weighed 5 pounds 10 ounces 
(2,550 g.) and was healthy. 

Two years after confinement the patient was well 
although the liver was larger than’ before and was 3 
fingerbreadths below the costal margin. 

Comment. This was a case of postnecrotic type of 
cirrhosis as proved on laparotomy. 


Case 5 (Ashton, 1934) was aged 25 and primi- 
gravida. After a 10}-hours labour, complicated by 
a severe postpartum haemorrhage, the patient had 
profuse haematemesis. The spleen was felt 2 finger- 
breadths below the costal margin; the liver was not 
palpable. The haemoglobin was 34 per cent. The 
anaemia continued and 5 months after delivery 
splenectomy was performed. She died 33 days after 
operation from haemorrhage on an attempted removal 
of abdominal packing. Autopsy showed the liver to 
be small, firm, and hob-nailed. 

Comment. Liver cirrhosis. 


Case 6 (Lascano and Pereyra, 1936) was aged 37 
and para-9. The patient had a haematemesis at the 
20th week of her 10th pregnancy. There was some 
dyspnoea and she was admitted to a maternity hos- 
pital shortly afterwards. Examination showed that 
the abdomen was grossly enlarged. There was no 
discoverable pulmonary or cardiac disease, but there 
was marked oedema of the abdominal wall. Ascites 
was present. There was moderate anaemia. Para- 
centesis abdominis was done and ascitic fluid with- 
drawn. The foetus died in utero shortly after 
admission to hospital. 

The labour was short, and a stillborn, macerated 
infant presenting by the breech, weighing 2.850 g. 
(6 pounds 4 ounces), was delivered. The postpartum 
blood loss was 480 g. Distension of the abdomen 
persisted after labour and ascites was easily demon- 
strable. 

The puerperium was pyrexial with tachycardia, but 
there was no apparent genital infection. On the 1Sth 
puerperal day the patient had a haematemesis, and 4 
days later a further large haematemesis of which she 
died. 

The postmortem examination showed hepatic cir- 
rhosis with thrombosis of oesophageal varices; 14 
litres of ascitic fluid were present in the abdominal 
cavity. 

Comment. Postmortem examination leaves no doubt 
that this was a genuine case of hepatic cirrhosis. 


Case 7 (Golden, 1949) was aged 25 and primi- 
gravida. The pregnancy progressed normally until 
the 13th week, when the patient put on 7 pounds 
(3,175 g.) in weight within 5 weeks. Gradually the 
abdomen became considerably enlarged by ascitic fluid. 
The bromsulphthalein tests were abnormal, cephalin 
flocculation was positive, and the serum bilirubin 
gave a direct reaction. The liver was enlarged, 4-5 
cm. below the costal margin, and it was smooth and 
not tender. 

Labour began at about the 36th week, but uterine 
contractions ceased after 2 hours; 2.750 ml. of fluid 
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were removed by paracentesis from the abdominal 
cavity and contractions recommenced. After 11 hours 
a living child weighing 4 pounds 15 ounces (2,240 g.) 
was delivered spontaneously. 

The puerperium was uneventful, the ascites dis- 
appeared and the liver function tests became normal. 
Six months after confinement the patient was well and 
the liver could be felt just below the costal margin. 

Comment. This case was reported as “acute 
ascites” of pregnancy. It seems almost certain that 
the patient had liver cirrhosis. 

Cases 8, 9, and 10 (Javert and Morrison, 1951). In 
a report dealing with jaundice and pregnancy, the 
authors state that of 74,087 pregnancies in the 
Women’s clinic, New York Hospital, there were 3 
pregnancies in women with hepatic cirrhosis. No 
details are given except that one of them died. 


DISCUSSION 


The records of our two patients do not sug- 
gest that pregnancy and the puerperium had any 
injurious effect on the health of the mother in 
either case. The general condition of our patients 
remained unaltered, and the liver-function tests, 
for what they are worth, showed no deterioration 
throughout pregnancy. Admittedly the cirrhotic 
process in each case could be regarded as early, 
and it could be assumed that the “ reserves ” of 
the liver were sufficient to tide the patients over 
the period of extra stress. Of course, had the 
cirrhosis been more advanced, the issue might 
well have been different. 

Evidently individual consideration must be 
given to the question of termination of preg- 
nancy in each particular case and no generali- 
zations should be made. The case reports in 
the literature show that liver cirrhosis, at least in 
not very advanced stages, is compatible with 
uneventful pregnancy and labour, and that a 
very pessimistic outlook is not justified. 

When continuation of pregnancy has been 
decided upon, a diet high in protein and rich in 
calories should be prescribed. Regular medical 
and obstetrical follow-up and close collaboration 
between physicians and obstetricians are essen- 
tial for the successful management of the case. 


SUMMARY 
Two cases of liver cirrhosis associated with 
pregnancy are described and the literature is 
briefly surveyed. Our first patient with marked 
hepatosplenomegaly and impaired liver-function 
tests went successfully throughout pregnancy 


i 
- 
on 
| 
| 
\ 
ade 


782 


and puerperium. Our second patient, in whom 
the diagnosis was confirmed by laparotomy, 
went successfully through two pregnancies. 
There was no evidence that pregnancy had any 
injurious effect on the health of either mother. 
The prognosis of pregnancy in a patient with 
hepatic cirrhosis does not seem to be universally 
unfavourable. 


We are indebted to Professor W. I. C. Morris 
and Dr. John F. Wilkinson for their helpful 
advice and facilities for studying these patients 
who were under their care, and also to Mr. 
H. T. Simmons, F.R.C.S., for co-operation with 
Case 2 
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WE can find no previous report of a carcinoma 
of parovarian origin, and the following case 
seems to be sufficiently authentic to deserve 
record. 


CuinicaL History 


The patient, a single nulliparous woman of 45 
years, was admitted to the gynaecological ward on 
24th August, 1951. She was complaining of a con- 
tinuous pink watery vaginal discharge which had 
been present for 2 months. Menstruation was norma! 
with an average painless loss for 4 days every month. 
On one occasion, shortly before admission, she 
experienced a dragging pain in the left iliac fossa 
which subsided with rest. 

Her general health was good, but she had noticed 
herself getting thinner. Hot flushes occurred about 
twice weekly. 

On examination she was a well-nourished intelligent 
woman. General examination essentially 
negative. Her blood-pressure was 140/90. Abdo- 
minal examination revealed a firm, smooth, relatively 
fixed mass 3 inches in diameter rising out of the 
pelvis towards the left iliac fossa. It was insensitive 
and dull to percussion. There was no ascites or 
oedema of the legs. 

On pelvic examination the external genitalia were 
healthy and the hymen intact. Examination per 
rectum revealed the presence of a smooth mass on 
the left side of the pelvis continuous with the mass 
palpated per abdomen. The uterus, which was bulky, 
anteverted and slightly irregular, could be moved 
independently of the pelvic mass. The right appen- 
dages were normal. 

Investigations showed the haemoglobin to be 83 per 
cent (12.3 g.), blood sedimentation rate 8 mm. at the 
end of one hour, and a vaginal smear negative. 

On 29th August, 1951, laparotomy was performed. 
A preliminary examination under anaesthesia con- 
firmed the above findings and curettage revealed 
783 
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healthy-looking curettings. The cervix was then 
closed with two silk sutures. When the abdomen 
was opened there was no free fluid. A large smooth 
tumour mass was found in the left tubo-ovarian region. 
The right appendages and the uterus were healthy. 
Palpation of the aortic lymph nodes, stomach, large 
gut, and liver showed no abnormality. Total 
hysterectomy and bilateral salpingo-odphorectomy 
was performed. Convalescence was normal. Radio- 
therapy was started a fortnight after the operation. 

The patient attended the follow-up clinic 2 months 
and again 10 months after operation. She had no 
symptoms and there was no evidence of metastases. 


PATHOLOGY 


The specimen consisted of the uterus and 
adnexa of both sides. 

The uterus measured 90x 55x40 mm. and 
was greatly distorted by numerous intramural 
fibroids, the largest 25 mm. in diameter. The 
endometrium showed the signs of recent curet- 
tage but was otherwise normal. The cervix was 
normal. Histologically several fibroids ex- 
amined were perfectly banal myomata; the 
curettings were of normal endometrium in the 
early secretory phase. 

The right adnexa were normal. 

The left broad ligament was filled and disten- 
ded by a smooth rounded tumour mass measur- 
ing 70 * 65 = 60 mm. It had a thin but definite 
capsule. Section showed a soft, friable, greyish- 
pink tumour with some central necrosis but no 
cystic spaces. Microscopically it is seen to be 
a close-packed papillary carcinoma. The 
degree of differentiation varies. In some areas 
(Fig. 1) it forms long delicate fronds with a thin, 
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often oedematous, stromal core covered by a 
single layer of low columnar cells with rather 
clear cytoplasm and central or parabasal 
nuclei. A very occasional cell contains a drop 
of mucin. Cilia were not seen. The single- 
layered epithelium is relatively uncommon, 
however: in most areas it is multiple. Else- 
where (Fig. 2) a more solid (but never truly 
adenoid) structure appears, and here the cyto- 
logy ts often much more suggestive of carcinoma, 
with irregular nuclei and many mitoses. The 
final proof of malignancy 1s afforded by the 
presence of early lymphatic permeation outside 
the capsule in the direction of the uterus. 
Phough the tumour lay in close relation to the 
uterus, tube, and ovary, it was demonstrated 
beyond all reasonable doubt by dissection and 
serial slicing, and by microscopical examination 
of the most suspicious areas, that 1 had no 
connexion with any of these structures 

The left Fallopian tube is stretched over the 
surface of the tumour, lying in a shallow gutter 
in its upper surface. It is thickened to a 
diameter of 9 mm.; there is old blood-clot in its 
lumen and a plasma cell infiltrate with deposits 
of haemosiderin in the submucosa (changes 
such as ure common in tubes compressed by 
external tumour). Between tube and tumour in 
one block there are several parovarian remnants 
(Fig. 3) including one, lined by cuboidal 
epithelium, of sufficient size to deserve the ttle 
of a flattened small parovarian cyst. Another 
(Fig. 4) is smaller and lined by a somewhat 
irregular epithelium composed of several layers 
of cuboidal cells surmounted by a single layer 
of low columnar mucin-secreting cells. The 
changes in this epithelium are very unusual in 
parovarian structures, and some relation to the 
presence of the tumour seems probable. 

The left ovary is perched on the side of 
the tumour but quite distinct from it, and shows 
no microscopic abnormality. 


DISCUSSION 


It is Stated in most textbooks of gynae- 
cology that parovarian cysts never give rise to 
true tumours, an occasional intracystic papillary 
in-growth being the most they produce. There 
are, however, in the literature 2 undoubted cases 
of benign papillary cystoma of parovarian origin, 


those of Nicholson (1923) and Muller (1942). 
Because of the similarity of the histology of 

Nicholson's tumour to that of our own tumour, 

we have reproduced his original illustration as 

our Fig. 5. His tumour was a parovarian cyst 

removed at Operation from a woman of S58. 

The cyst was lined throughout by a velvety 

papillomatous layer. There was no indication 

of malignancy. Miller’s tumour was an orange- 

sized cyst removed during pregnancy from the 

broad ligament of a woman of 24. The papil- 

lary projections into its lumen were of the 

general architecture of those seen in the more 
benign serous ovarian cystadenomata. but 

with ciliated epithelium. There was muscle, 

with many tubules embedded in it, in the wall 

of the cyst. Miller hints at the earlier reports 

of similar lesions, but gives no details, and his 
only reference (Bennecke, 1902) is to a Géttin- 

gen Inaugural Dissertation which we have been 
unable to consult. 

There can be very little doubt of the diag- 
nosis in our case. The site is typical. It ts 
clear that the tumour is not derived from any 
of the neighbouring genital structures. There 
is no evidence of a primary tumour elsewhere, 
and this is a rare site of metastasis. The 
tumour is of the same type as one at least of 
the 2 previously reported benign tumours. And 
finally, at least one parovarian tubule shows 
changes of a kind which are probably pre- 
malignant. Which exact structure of the paro- 
varium is involved is not easy to say. Recent 
studies of the embryogenesis of the parovarian 
remnants (Gilbert and Sheorey, 1941; Gardner, 
Greene, and Peckham, 1948) have shown that 
the classical description of those structures 1s 
quite inadequate and that the exact origin of a 
parovarian cyst may be both diverse and diffi- 
cult to ascertain. So far as the present case tis 
concerned, the origin of the main tumour 
cannot now be found, but the single small cyst 
with epithelial overgrowth of Figs. 3 and 4 is 
a pointer to its possible origin, for it is a 
reasonable guess that the tumour arose from a 
similar structure. The cyst is medial to the 
ovarian hilus, and therefore part of the paro- 
ophoron. It shows no sign of relation to the 
Fallopian tube and is therefore not Miillerian 
in origin (Gardner er al., 1948). It is one of 
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One of the better-differentiated parts of the tumour. To the left, delicate fronds 
of tumour with a single layer of columnar cells. To the right, an area of intermediate 
differentiation similar in pattern to Nicholson's case 
Haematoxylin and eosin. «85 
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of the tumour, with transitions from papillary structure 


to solid carcinoma Haematoxylin and cosin 210 
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Fallopian tube, showing subacute inflammation, and the relation of the tumour to the tube 
Between the two, to the right, a group of parovarian remnants. The small cyst of Fig. 4 
is marked by an arrow: the largest cyst seen is the cleft immediately below this. 
Haematoxylin and eosin “8 
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PAROVARIAN CARCINOMA 


a group of similar cysts, and therefore is pre- 
sumably not part of the Wolffian duct. [Gilbert 
and Sheorey (1941) have done a service in 
pointing out that the redundant eponym of 
Gaertner is applicable, if at all, only to the 
vaginal part of this duct.] Gilbert and Sheorey 
would presumably regard the absence of muscle 
in its wall as evidence of origin, not from the 
true mesonephric tubules, but from the rete-testis 
homologue, the junctional tubules: but whether 
this is applicable to the paroéphoron may be 
doubted. In any case it seems clear that the 
cyst under consideration, and probably there- 
fore our tumour, arose from that part of the 
mesonephros which lies caudal to the gonad. 
It is perhaps of interest to note that adult 
tuntours of the metanephros (the hypernephro- 
mata and especially the benign renal adenomata) 
have characteristically a papillary structure not 
very different from that of the present tumour. 

From the pathological point of view the most 
interesting feature of these tumours is their 
rarity. Nicholson (1923) developed with great 
force an argument based on this—an argument 
still worth attention 30 years later. If tumours 
arise with any frequency from congenital ano- 
malies and from embryonic leftovers, the 
parovarium, the most constant and numerous 
collection of such remnants in the body, should 
be an extremely common site for epithelial 
tumours. In fact it acts in that capacity with 
outstanding infrequency. To go no farther 
afield than the ovary, those who ascribe so 
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many Ovarian tumours to such a variety of 
congenital remnants and malformations might 
well take note of this old and still pertinent 
observation. 


SUMMARY 


A tumour removed from a woman of 45 was 
found to be a papillary carcinoma, apparently 
of parovarian origin. No previous record of 
parovian carcinoma, and only 2 of benign 
tumours, could be found in the literature. 


Our thanks are due to Professor J. H. Dible 
and Professor J. C. McClure Browne for their 
countenance and for the use of the material of 
their departments. Fig. 5 is reproduced by 
kind permission of the Editor of Guy's Hospital 
Reports, Professor R. A. Willis, and Messrs. 
Butterworth. The sections are by Mr. J. J. 
Griffin, and the photomicrographs by Mr. E. V. 
Willmott, A.R.P.S. 
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CLASSIFICATION correct, for recently at operation a colleague was 
IN the preparation of maternity hospital reports able to demonstrate that external bleeding in a 
the complication of pregnancy by antepartum patient with placenta praevia had derived from 
haemorrhage is recorded as one of two groups, an area of placental detachment in the upper 
either placenta praevia or accidental haemor- uterine segment. This is probably a rare event. 
rhage. By this arrangement the haemorrhage More commonly doubt arises as to the source of 
is in effect classified according to whether or not bleeding where there is pre-eclampsia and sus- 
the placenta is implanted in part on the lower — pected placenta praevia, when the diagnosis may 
uterine segment: this is traditional and con- lie between so-called revealed or mixed acci- 
venient clinically but has the defect in the second dental haemorrhage and placenta praevia. For 
group of failing to associate the risks of the con- example, an unbooked primigravida at the 37th 
dition with distinctive predisposing factors. week of pregnancy was received as an emergency 
for sudden copious vaginal haemorrhage accom- 
panied at the onset by some abdominal pain. She 
was in a State of shock, there was some general- 
ized oedema, albuminuria, and a continuing 
watery brown loss from the vagina. Tenderness 
on palpation of the lower part of the uterus was 
sufficient to impede recognition of the present 
part. Foetal heart sounds were heard with some 
difficulty. Treatment of shock, including blood 
transfusion, improved the condition of the patient 
and restored the blood-pressure to a normal level, 
but repeated small blood losses led to examina- 
tion under anaesthesia. Cautious exploration 
through a partly open cervix revealed central 
placenta praevia; delivery by Caesarean section 
was promptly performed; subsequently mother 
and child did well. This patient is recorded as 
placenta praevia but it seems likely that pre- 
eclampsia contributed to the onset of haemor- 
rhage 


Placenta Praevia 
In the first group it is implied that bleeding ts 
the result of placental detachment caused by the 
development of the lower uterine segment where 
an inadequate decidual reaction may have pro- 
vided a defective implantation site and where the 
changing shape produces an unstable attachment 
area. The disadvantage of low implantation may 
account for some cases of abortion. There 1s 
indeed no doubt that in some patients when 
abortion is threatened by repeated bleeding in 
the later weeks before viability a low implanta- 
tion is demonstrably present and there is a 
marked risk of premature termination of preg- 
nancy. The bleeding may be regarded as a sign 
of threatened abortion of a partly ectopic preg- 
nancy, using the term “ ectopic ” in the literal 
sense of “out of place”, and the same conception 
is appropriate to cases of antepartum haemor- 
rhage with placenta praevia. While this largely 
mechanical view of the cause of bleeding may be tecidental Haemorrhage 


reasonable in most cases it may not always be If in the first group the term placenta praevia 
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indicates a constant factor in the production of 
the bleeding, the second group has a title in no 
way comparable. Indeed the term “ accidental ” 
antepartum haemorrhage cannot mean more than 
that the haemorrhage is issuing from a placenta 
implanted entirely on the upper uterine segment. 
When pre-eclampsia is present the occurrence of 
haemorrhage suggests that the bleeding is “ acci- 
dental”, but examples such as that described 
above, where eclampsia is present along with 
placenta praevia, occur too frequently to make 
the distinction entirely reliable for diagnosis. 
Moreover, it would be surprising if pre-eclamp- 
sia did not increase the risk of antepartum 
haemorrhage from a placenta praevia. Most 
striking, however, is the absence of pre-eclampsia 
before haemorrhage in many patients of the 
second (accidental) group. Nevertheless, the lia- 
bility to haemorrhage in pre-eclampsia is so 
considerable and the risk to mother and foetus 
is sO serious that the term toxic accidental 
haemorrhage is freely used to indicate a subgroup 
regularly recognized in practice although not 
required for maternity reports. 

Varieties of accidental haemorrhage. The term 
accidental haemorrhage, without sub-classifica- 
tion, would suffice if it included patients in 
whom the decidual blood supply might be 
expected to be defective by disease or by liability 
to abnormal spasm, in such conditions as pre- 
eclampsia, hypertensive vascular disease, or 
chronic renal disease, provided that it could be 
shown that with all the resources of antenatal 
care such conditions were present and could be 
detected in all or most of the cases where the 
mother and foetus are at risk. On the other 
hand, should it be found that in a considerable 
number of patients antepartum haemorrhage 
occurs without such warning signs and that a 
substantial foetal loss can follow, a new emphasis 
would be placed on the need for the admission of 
such patients for antenatal care in hospital 
together with a new interest in the outcome of 
treatment. Also, a classification into toxic and 
non-toxic subgroups would be justifiable for 
maternity reports. 


Haemorrhage of Unknown Origin: Foetal Risk 


In order to examine this question a review was 
made of 339 patients with antepartum haemor- 
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rhage admitted to the Department of Obstetrics 
at Hammersmith Hospital in the years 1942 to 
1949 with results which will be set out in detail 
below. It was found not only that the largest 
group, 169 patients, had unheralded haemor- 
rhages, non-toxic haemorrhages, or haemor- 
rhages of unknown origin (Browne, 1946), but 
also that the stillbirths and neonatal deaths of 
the group constituted 30 of the total loss of 73. 
From the United States of America, Sexton et al. 
(1950), of the Boston Lying-in Hospital, report- 
ing on 40,547 deliveries, found premature separa- 
tion of the normally implanted placenta to occur 
in 1:133 of non-toxic pregnancies while the inci- 
dence rose sharply to 1:18.3 of 3,654 toxic 
patients, separation occurring in | of every 3 
eclampsia patients. The maternal mortality in 
the toxic subgroup which included patients with 
hypertensive vascular disease was 6 per cent and 
the foetal mortality was 52 per cent. There were 
altogether 200 patients with antepartum haemor- 
rhage in the toxic subgroup and 276 in the non- 
toxic pregnancies, with 101 stillbirths and 
neonatal deaths among the latter patients. From 
Belfast, Macafee (1951) has reported 395 cases 
of antepartum haemorrhage at the Royal 
Maternity Hospital with the largest group, 163 
patients, as haemorrhage of doubtful origin: in 
this group stillbirths and neonatal deaths con- 
stituted 61 of a total loss of 134 for the series. 
All these figures indicate the existence of a sub- 
stantial problem in the nature or causes of 
antepartum haemorrhage: there is no type of 
haemorrhage in which the foetus is not at risk. 


MANAGEMENT 


For many years all patients attending the 
Hammersmith Hospital Obstetric Department 
have been warned to report immediately on the 
occurrence of vaginal haemorrhage, however 
slight, and antenatal clinics in the area served by 
the hospital have co-operated in ensuring early 
admission of patients suffering from antepartum 
haemorrhage. 

Examination in hospital may show an asso- 
ciated hypertension or pre-eclampsia sufficiently 
severe to determine the course of treatment, but 
this is unusual because the highly efficient ante- 
natal services of the area make for early recog- 
nition of these complications of pregnancy. 
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Neglected unbooked patients with these com- 
plications are rarely encountered. The majority 
of patients are submitted to expectant treatment 
except when the onset of labour or unusually 
severe or repeated haemorrhages demand 
delivery. An examination by speculum of the 
vagina and cervix is made one week after cessa- 
uon of bleeding. Radiographic methods are used 
to assist diagnosis of placental position, to con- 
firm foetal maturity and to search for signs of 
foetal abnormality. At the end of the calculated 
38th week of pregnancy, if clinical findings indi- 
cate corresponding maturity of the foetus, 
examination under anaesthesia is made to dis- 
cover whether a placenta can be felt in the lower 
uterine segment not only by palpation through 
the vaginal vault but also by digital exploration 
through the cervix. At times a placenta praevia 
is suspected because of instability of presenta- 
uon, failure of a presenting part to engage nor- 
mally, or because of copious haemorrhage occur- 
ring for the first time at the onset of labour. In 
such cases vaginal examinations are not always 
performed. Only in one patient with severe pre- 
eclampsia found to be bleeding from a central 
placenta praevia has excessive blood loss been 
provoked by digital examination through the 
cervix: blood transfusion was in progress, so by 
prompt Caesarean section the child was safely 
delivered and the bleeding controlled. These 
examinations are invariably conducted in an 
operating-room by a skilled obstetrician with all 
arrangements made for blood transfusion and 
operation as required. For placenta praevia 
delivery by section has been increasingly pre- 
ferred: as a rule only first degree and second 
degree anterior cases are selected for vaginal 
delivery; rupture of membranes is performed for 
these cases and for patients with hypertension 
or pre-eclampsia when the placenta cannot be 
felt. The remainder are allowed to await the 
natural onset of labour. 


RESULTS IN 1942-49 SERIES 


Results on the first series of cases examined 
are set out in Table I 

Examination of the records of 339 cases of 
antepartum haemorrhage showed that in 16 
patients a minor lesion of the cervix or a marked 
vaginitis accounted for a trifling haemorrhage. 
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Trauma appeared to have caused bleeding from 
the uterus in 17 patients (for example, bleeding 
closely following on external cephalic version 
or after a severe blow on the abdomen). In 
several cases the patient had slipped and fallen 
heavily on to the buttocks or had tripped and 
fallen forwards injuring the protuberant abdo- 
men. In 85 patients a diagnosis of placenta 
praevia was certain because the placenta had 
been felt occupying a part of the lower uterine 
segment or because the placenta was seen to have 
a low insertion at Caesarean section. In some 


“cases there was in addition some evidence of 


hypertension or of pre-eclampsia, but whenever 
the placenta was found to be praevia the case has 
been accounted under this heading. 

The remaining 221 cases were now carefully 
scrutinized with the intention of classifying them 
as haemorrhages resulting from chorio-decidual 
damage due to pre-eclampsia, or nephritis, or 
hypertensive vascular disease. No cases of 
nephritis were encountered. There were 23 
patients suffering from pre-eclampsia. In 29 
patients there was a record of a systolic blood- 
pressure reaching 150 mm.Hg or higher at least 
once during pregnancy, labour, or the puer- 
perium. These relatively small numbers prob- 
ably reflect the strict standards of antenatal care 
whereby patients with these complications of 
pregnancy are admitted for hospital manage- 
ment. 

There remain 169 cases in which the cause was 
unknown. In many of these the haemorrhages, 
although repeated, were small in amount. In 
others the haemorrhage was severe and could 
well be classified as external accidental haemor- 
rhage without evidence of hypertension or 
toxaemia; the amount of blood loss would indi- 
cate that the source of bleeding must have been 
the placental site. Inspection of the placenta had 
not disclosed any constant pattern of placental 
damage beyond an occasional retroplacental 
haematoma or a few areas of infarction: a very 
large number of these placentae had been expertly 
examined as a part of a study of the relationship 
between placental infarction and toxaemia. It is 
remarkable that quite severe haemorrhages had 
occurred in some patients without leaving strik- 
ing evidence of a causal placental lesion and 
without accompanying signs of serious maternal 
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Taste I 
Period 1942-49. Deliveries 15, 234. 


Accidental “haemorthage 


Placenta 
praevia Toxic _ Hypertensive Unknown Traum causes Total 


~~ Total 238 | 
Stillbirths and Neonatal deaths. 


9.7 | 843 | 164 440 0+0 


Total 39+ 9+ 18=57 


foetal loss by groups (encervected) 
§2 “178 
“Total 23: 9 


Foetal 


foetal loss by (worrected) 


15.3 52 “379 | Is. 4 23.5 0 19.5 
"Total 23 22.3 


“Maternal sternal Mortality 


0 0 *1 | 0 0 0 


Excluding | local causes, patients examined 


Excluding abnormalities, foetal loss (stillbirth | and neonatal death) = 
Excluding abnormalities, percentage foetal loss... 20.4 
Percentage maternal mortality . | 03 


* Haemorrhages at 32 weeks —spontaneous delivery—infant 2 pounds “ounces—neonatal death—maternal 
death by pulmonary embolism on 13th day of puerperium. 


disorder apart from the effects of blood loss. It of the normally implanted placenta was respon- 
was not uncommon to observe a transient albu- sible for one-third of their cases of antepartum 
minuria following haemorrhage but such a find- haemorrhage in the last trimester or in labour, 
ing was judged insufficient to warrant inclusion with a foetal mortality of 4 per cent. Occasion- 
in the pre-eclampsia group. ally, marked decidual reaction is observed in the 
Where blood loss was small—in amount com- _ highly vascular endocervix of pregnancy: minor 
parable to the “ show” commonly observed at trauma could provoke a small blood loss from 
the onset of labour—the source might well be _ this delicate surface. 
spontaneous rupture of the vascular attachments To explain more severe haemorrhages there is 
of the membranes from the developing lower the possible error of failing to detect minor 
uterine segment such as regularly occurs arti- decrees of placenta praevia by digital examina- 
ficially during digital examination through the «on. Rarely this error has been made, subse- 
cervix Or on sweeping the membranes for induc- quently corrected at Caesarean section; occasion- 
tion of labour. American authors refer tothe fre- ally it has been suspected on observing the 
quency of marginal sinus rupture. Fish ef al. position of the opening in the membranes after 
(1951) report that rupture of the marginal sinus delivery or by signs of bleeding at the placental 
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margin. Successful expectant treatment will tend 
to obscure the signs of marginal haemorrhage in 
minor degrees of placenta praevia when a con- 
siderable interval elapses between bleeding and 
delivery. While the total extent of this error is 
believed to be small, it might be noted that if it 
amounted to the equivalent of those minor 
degrees of placenta praevia diagnosed by digital 
examination and selected for vaginal delivery 
(38 cases) there would remain 131 cases in the 
unknown group to be explained. 

It might be objected that the standard of selec- 
uion for the hypertensive group was too high at 
150,90 mm.H¢g blood-pressure on any occasion 
in pregnancy, labour, or the puerperium. A 
random series of 57 of the unknown group was 
therefore re-examined. In 15 of these the blood- 
pressure had not at any time been above 120/80 
mm.Hg. Of the remaining 41 cases, in 9 the 
blood-pressure had risen above 120/80 only 
during labour or the puerperium. Thus it is 
evident that in 24 cases there had not been 
evidence of the least degree of hypertension 
before haemorrhage had occurred. In 32 of the 
41 cases the blood-pressure had been above 
120/80 at the antenatal clinic or at the time of 
haemorrhage. Twenty-six of these had a systolic 
pressure reading over 130 mm.Hg, including 5 
above 140 mm.Hg, of whom | was above 145 
mm.Hg, systolic pressure. Three of the 5 showed 
a blood-pressure above 140/90 mm.Hg at the 
time of haemorrhage and 2 during the stress of 
labour. Altogether, only 5 patients showed a 
blood-pressure rising at any time above 140/90 
and in no case had the blood-pressure been above 
the 140/90 level before haemorrhage. These 
findings suggest that the screening of case records 
for evidence of hypertension at a level indicating 
a special hability to accidental haemorrhage by 
usual standards has been accurate. The observa- 
tion that an apparently heal:hy pregnant woman, 
a primigravida aged 36 years, has had a con- 
cealed accidental haemorrhage 34 hours after a 
blood pressure reading of 134/74 mm.Hg 
suggests that a warning rise of pressure may not 
ilways be detectable. Another patient had a 
normal first pregnancy; the second was unsuc- 
cessful because of sudden accidental haemorr- 
hage. the third was being managed at home 
under expert supervision when again accidental 
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haemorrhage occurred during sleep some 12 
hours after the last antenatal examination. 

In spite of this evidence there remained a sus- 
picion that a more strict search for hypertension 
would reveal more cases in the unknown group. 
It was therefore decided to review the cases in 
the next 2 years, with full awareness of the prob- 
lem and the advantage of a staff at full strength, 
unlike the circumstances during the war years. 
The results are set out in Table II. 

On inspection of this table it will be observed 
that the incidence of antepartum haemorrhage 
has risen from 1:45 in the 1942-49 series to 1:23, 
a change which doubtless reflects the efficiency 
of the antenatal services in recognition of all 
cases and improvement in the hospital recording 
system, in contrast with the deficiencies due to 
war conditions and a depleted staff during much 
of the earlier series. 

In view of the strictness with which evidence 
of hypertension is sought at antenatal clinics and 
in hospital, it was not unexpected to find that the 
proportion of cases in the hypertensive subgroup 
of accidental haemorrhage had risen from one- 
eighth to one-fourth and that the foetal loss (still- 
births and neonatal deaths) in the subgroup had 
been considerable at 26.6 per cent. Nevertheless 
the unknown subgroup had remained substantial 
at something more than one-half the total acci- 
dental haemorrhages and it had contained a 
foetal loss of 10.3 per cent. The importance of 
this degree of foetal loss may be estimated by 
comparison with the more favourable outcome 
in placenta praevia of 6.9 per cent loss. 

The proportion of patients in the various sub- 
groups of accidental haemorrhage in this 1950— 
51 series will no doubt show a marked diifference 
from the experiences of other institutions in 
whose districts there is difficulty in providing 
close antenatal care and where the number of 
unbooked cases received is high. Under such 
conditions, the numbers of antepartum haemor- 
rhage patients with pre-eclampsia or marked 
hypertension will be high and the toxic subgroup 
will be prominent, with a heavy total foetal loss 
and risk of maternal mortality. It is an advan- 
tage to this hospital that antenatal care in the 
area served is thorough and the number of un- 
booked cases admitted is under 1.5 per cent. The 
antenatal beds number one-third of the postnatal 
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Tasie il 
Period 1950-51. Deliveries 3,803 


" Examined for antepartum haemorrhage 165 patients 


Incidence 1: 23 
Accidental Haemorrhage 
Placenta . Local 
praevia Toxic Hy pertensive Unknown Trauma causes Total 
29 9 30 78 6 13 165 
Total 123 
Stillbirths and Neonatal deaths 
02 4+0 84 0+0 0+0 
20+-0=20., 
Percentage foetal loss by groups abnormalities) 
6.9 44.4 6.6 10.3 0 0 13.3 
Total 16. 
Excluding local causes, patients examined... ree 152 
Foetal loss (stillbirths and neonatal deaths) .. 22 
Foetal loss, as sonceaings, excluding local causes .. es 14.5 
Maternal mortality Nil 
Taste Ill 
Results according to Caesarean section or vaginal delivery 
Period 1942-49 Antepartum: haemorrhage 339 patients 
Diagnosis No. cs S.B. N.N.D.| F.A. V.D. S.B. N.N D. F.A. 
Placenta 
praevia 85 47 0 5 1 (Rh) 38 9 2 2 (1 Rh) 
Toxic Se 1 0 0 0 22 11 1 0 
Hypertension 29 0 0 28 8 3 0 
Unknown 169 | 7 0 2 0 162 16 12 4 G3 Rh) 
Trauma 17 ! 0 0 0 16 4 0 0 
Local 16 0 0 0 0 16 0 0 0 
Totals 339 57 0 7 l 282 45 18 6 


S. Caesarean section N.N D Neonatal death F.A. = Foetal abnormality 
S.B. — Stillbirth V.D. = Vaginal delivery Rh=Haemolytic disease 
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bed accommodation, so that admission to hos- 
pital is provided for the mildest degrees of pre- 
eclampsia. The standard for admission to hos- 
pital of a pregnant patient, appearing otherwise 
normal, is a blood-pressure of 150/90 mm.Hg, 
and the systolic reading (of 150 or more) 
is that recorded when the patient first arrives on 
the examination couch. By these measures severe 
pre-eclampsia and neglected hypertensive vascu- 
lar disease patients arriving as unbooked cases 
are not a feature of the work of the department. 
Timely hospital treatment of the mild and early 
cases must minimize the risk of accidental 
haemorrhage occurring: this accounts for the 
small number (9) of toxic cases. The hypertensive 
cases (30) have been so selected by including in 
this subgroup any patient whose systolic blood- 
pressure has reached 150 mm.Hg on any occa- 
sion during antenatal care, at the time of haemor- 
rhage and admission to hospital, at delivery. 
during the puerperium, or at the postnatal 
examination: a strict standard. 


IMPORTANCE OF THE UNKNOWN SUBGROUP 


Phus, on reviewing the 1950 51 series of 123 
cases of accidental haemorrhage and separating 
the pre-eclampsia and hypertensive patients, 
whose pregnancies might conceivably have been 
saved from further complication by earlier 
recognition, there remain 78, more than half the 
total, in whom haemorrhage could not have been 
anticipated; in these patients there were 8 still- 
births, 40 per cent of the total foetal loss (20) in 
accidental haemorrhage. This finding confirms 
the impression formed from study of the 1942-49 
series that in a considerable number of patients 
antepartum haemorrhage occurs without warning 
signs and that substantial foetal loss follows. 

It may be noted that where accidental haemor- 
rhage is classified into toxic and non-toxic 
varieties the results for 123 patients in 1950-51 
are 9 toxic cases with 44.4 per cent foetal loss 
and 114 non-toxic cases with 14 per cent foetal 


loss 


SERIES COMPARED 
Comparison of Table I with Table I] shows 
that foetal loss, including neonatal deaths, has 
declined in placenta praevia from 18.8 per cent 
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in the earlier series to 6.9 per cent in the later 
series, and in accidental haemorrhage from 23.9 
per cent to 16.3 per cent. It is interesting to record 
that the foetal loss, including neonatal deaths, 
for all patients delivered in the hospital shows a 
comparable decline from 5.3 per cent in 1942 to 
3.7 per cent in 1951. 

In antepartum haemorrhage one of the factors 
contributing to the decline in foetal loss is the 
increased use of Caesareah section in the interest 
of the infant, not only in placenta praevia but 
also in accidental haemorrhage, including the 
unknown subgroup. The extent to which Caesar- 
ean section has been practised is shown in Tables 
EY, ¥. 

lt may be noted that, where neonatal deaths 
have occurred in the absence of foetal abnormal- 
ity, the cause had in most cases been prematurity, 
so that the neonatal death rate forms a convenient 
indicator of the effectiveness of treatment in 
meeting this special hazard of antepartum 
haemorrhage. In the 1950-51 series only 2 
infants were lost from this cause. 


SERIES COMBINED 


Finally, in Table VI, is shown the classifica- 
tion of the 504 patients examined for antepartum 
haemorrhage in the 10-year period 1942-5], 
together with the foetal loss, including neonatal 
deaths, by groups. After deletion of patients 
with bleeding due to local conditions in the lower 
genital tract, the foetal loss is 20 per cent of 
deliveries, a figure which emphasizes the import- 
ance of antepartum haemorrhage as a danger 
sign in pregnancy. 


CONCLUSION 

As our experience does not allow us to esti- 
mate the risk to the foetus by the amount or the 
nature of external bleeding when other signs and 
symptoms are lacking, we believe that all patients 
with antepartum haemorrhage, however slight, 
deserve admission to hospital for observation 
and assessment on the lines set out above. We 
venture to hope soon to see a further reduction 
in foetal loss (including neonatal death) in 
placenta praevia to 5 per cent and in accidental 
haemorrhage to 10 per cent, after correction has 
been made for foetal abnormalities. 
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ANTEPARTUM HAEMORRHAGE 


Period 1950-51 


Diagnosis 
Placenta 
praevia 
Toxic 
Hypertension 
Unknown 
Trauma 
Loca! 


Totals 


Period 1942-51 


Diagnosis 
Placenta 
praevia 
Toxic 
Hypertension 


Unknown 


Trauma 


No 


30 


165 


No. 


114 


nN 


59 


247 


TaBLe IV 
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Results according to Caesarean section or vaginal delivers 


30 


NND. F.A 
0 
0 0 
0 0 
0 0 
0 0 
0 0 
1 0 
TABLE \ 


Antepartum haemorrhage, 165 patients 


V.D S.B. NND F.A 
7 0 I 0 
7 a 0 0 
29 8 0 0 
74 8 0 0 
5 0 0 0 
13 0 0 0 

135 20 1 0 


Results according to Caesarean section or vaginal delivers 


te 


0 


NND F.A. 

6 6 

0 
0 0 
2 0 
0 0 
0 
8 


Antepartum haemorrhage, 504 patients 


V.D. S.B NND. F.A. 
45 9 3 2 
29 15 0 
57 16 3 0 

236 24 12 4 
21 a 0 0 
29 0 0 0 

417 68 19 6 


a 

|__| 

= cs S.B. 
29 22 0 

2 0 

0 

a 78 4 0 

6 0 

13 0 0 
™ = = 0 

= 69 0 

0 

Local 29 0 

a Totals 504 87 0 


Period 1942-51. 


Examined for antepartum haemorrhage $04 patients 
Incidence 1: 38 


Placenta 


praevia Toxic Hypertensive 


114 32 59 


16.3 


Total S59 


Excluding local causes, patients examined 
Foetal loss (stillbirths and neonatal deaths) 
Foetal loss, as percentage 


SUMMARY 


(1) The limitations of the usual classification 
of antepartum haemorrhage are discussed and 
the need for subgroups of accidental haemor- 
rhage 1s indicated. 

(2) The term “unknown” is used for the 
large subgroups in which there are no predis- 
posing signs recognizable by thorough antenatal 
cure 


(3) The risk to the foetus in the unknown 
subgroup is discussed. 


(4) The management of antepartum haemor- 
rhage 1s described. 

(5) The results in the 1942-49 series are con- 
trasted with the 1950-SI series in terms of foetal 
loss, including neonatal deaths 


(6) In the latter series, loss due to placenta 
praevia has declined to 6.9 per cent and in acci- 
dental haemorrhage to 16.3 per cent. 


(7) In the latter series, the unknown subgroup 
contains more than half the accidental haemor- 
rhage cases and provides 40 per cent of the total 
foetal loss in accidental haemorrhage. 
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Taste VI 


Accidental haemorrhage 


Total 361 


Sullbirths and Neonatal Deaths 


Percentage Foetal Loss by Groups 


Total 21.3 


Foetal loss, in placenta praevia, excluding abnormalities, as percentage 


Maternal mortality, excluding local causes, as percentage 
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Deliveries 19,037 


Trauma 


Unknown 


247 23 29° 


24.14 


18=77 


15.4 


(8) The results for the 10-year period 1942-5] 
are combined in one table. 

(9) The results of delivery by Caesarean sec- 
tion are contrasted with the results by vaginal 
delivery. 

(10) Maternal mortality of 1 patient in 504 
patients examined was dye to pulmonary 
embolism. 


We are indebted to Professor James Young 
and to Professor J. C. McClure Browne, in 
succession Directors of the Department, for per- 
mission to present this examination of the work 
of the hospital. 
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RUPTURE OF THE SPLEEN IN PREGNANCY 
A Review of Recorded Cases with a further Case Report 


BY 


Trevor Barnett, M.D., F.R.C.S., M.R.C.0.G. 
Senior Gynaecologist, Portsmouth Hospital Group 


Rupture of the spleen is one of the rarest com- 
plicat:ons incident to childbearing. 

Kotschnew and Manenkow (1930) were able 
to collect 14 cases in the literature up to the 
year 1930. Their first case was recorded by 
Saxtorph (1803), and they added a further case 
of their own, making in all 15 cases. In 1932, 
Bohler (1932) cited records of 17 cases, which 
included those already listed by Kotschnew. 
He added 2 cases of his own, one of which was, 
however, a rupture of the splenic artery and not 
of the spleen itself. Single cases have been 
reported in England by Stretton (1926), by 
Smith, Morrison, and Sladden (1933) and by 
Burnett and McMenemey (1935). In the appen- 
dix to this article are summarized the recorded 
cases in which sufficient details have been given, 
and the number including the case herein 
reported comes to 28 in all. 

Rupture of the spleen apart from pregnancy 
is not of great rarity. A majority have occurred 
in association with severe trauma or with gross 
disease of the organ, but there are cases in 
which neither traumatic nor pathological factors 
can be found and to which the description spon- 
taneous rupture of the normal spleen seems 
applicable. Some authorities maintain that spon- 
taneous rupture of a normal spleen does not 
occur, but that in all such cases there is some 
violence although it may have been forgotten. 
In spite of this opinion, Susman (1927) reported 
6 cases of spontaneous rupture from the world 
literature, and certain of the cases occurring in 
pregnancy, including the one herein reported, 
would appear to belong to the category of spon- 
taneous rupture of the normal spleen. 


AETIOLOGY AND PATHOLOGY 
The following conclusions are based upon the 
data in the recorded cases of rupture of the 
spleen in association with childbearing. 


Of the reported cases, the youngest was aged 
20 and the eldest 43. In most cases the accident 
occurred in pregnancy and not during labour. 
Eight were in the 9th month of pregnancy, 2 in 
the 8th, 3 in the 7th, 1 in the 6th, 2 in the Sth, 
and 3 in the 3rd. It is stated that the accident 
occurred during labour in 5 cases, during the 
puerperium in 3, and in | at an unspecified 
month during pregnancy. Only 3 of the cases 
are stated to have been primigravidae, although 
in 10 of the reports this detail is not given. In 
2 cases twins were present. 

Cases of rupture of the spleen during preg- 
nancy may be classified as traumatic, path- 
ological, or spontaneous. In the traumatic 
group there has been more or less severe injury 
with gross laceration of the organ. These cases 
conform to one of two varieties. In one there 
is rupture of the splenic pulp without rupture 
of the capsule. In the other, which may be a 
later stage of the former variety, there is rupture 
of the capsule of the organ together with the 
pulp. Isolated rupture of the capsule has been 
reported. Where the condition at the outset is 
a rupture of the pulp alone there follows the 
formation of a subcapsular haematoma with 
eventual rupture of the capsule and bleeding 
into the peritoneal cavity. This is the condition 
in which the organ is found at operation when 
it presents as a considerable tumour due to the 
accumulation of blood beneath the distended 
capsule. It is only after removal of the subcap- 
sular clot following splenectomy that the true 
extent of the rupture in the pulp can be ascer- 
tained. The pulp injury itself may consist of a 
severe laceration on the diaphragmatic or 
gastric surface of the organ, or it may be merely 
a linear or stellate wound of no great extent. 

Less obvious are the cases due to so-called 
internal trauma, such as a severe bout of cough- 
ing or vomiting, or activities which are not 
usually considered as constituting violence, such 
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as medical examination, stretching to turn a 
light out above the bed, coitus towards the end 
of pregnancy, or bearing-down efforts in the 
second stage of labour, all of which have been 
causative factors. In such cases the presence of 
pathological changes in the spleen will be pre- 
disposing 

In the pathological group there 1s present 
gross disease of the organ, and rupture may or 
may not have been precipitated by trauma. The 
more advanced the disease the less severe will 
have been the causative injury, and in severe 
disease spontaneous rupture may occur. The 
types of disease which have been described in 
pregnant women in whom rupture of the spleen 
has occurred are malaria, leukaemia, Banti’s 
disease, splenic abscess, acute haemorrhagic 
splenitis(?), thrombosis of the splenic vein, and 
enlargements of the spleen of unspecified cause. 
In the non-pregnant, cases have been reported 
following typhoid, cholera, pyaemia, and hydatid 
disease. Of the recorded cases occurring during 
pregnancy there are 7 in which the spleen was 
normal and in which there was definitely no 
trauma. In 2 others in which the spleen was 
normal the injury was so slight that it seems 
doubtful whether they can be classified as 
traumatic. In the remaining 19 cases trauma was 
definitely causative in 5, and in 7 others in which 
there was no trauma the spleen was grossly 
diseased. In 7 cases sufficient data for classi- 
fication are not recorded. 

It is pertinent to consider whether the spleen 
may not undergo during pregnancy changes 
which alter its consistence and predispose to 
rupture of the pulp. Simpson (1866) stated that 
during pregnancy the spleen is occasionally 
enlarged, the enlargement subsiding in the puer- 
perium and sometimes occurring in successive 
pregnancies and it is generally thought that the 
spleen increases in weight during pregnancy. 
Barcroft and Stevens (1928) observed that the 
exteriorized spleen in pregnant dogs diminishes 
in size and they think that this may occur in 
humans also, In 5 cases of rupture in which the 
spleen is recorded as being normal the weights 
vary between 150 ¢. and 400 g.. and in our own 
case it weighed 175 ¢ 

If it be accepted that in some cases there 
occurs enlargement of the spleen during preg- 
nancy, there is nothing to show that this pre- 
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disposes to rupture. It has been suggested, 
although without supporting evidence, that the 
exceedingly rare cases of rupture of the spleen 
in previously healthy individuals might be due 
to a local vascular abnormality analogous to the 
congenital weak spot in the arteries at the base 
of the brain in cases of spontaneous subarach- 
noid haemorrhage. Other suggestions, such as 
the presence of jocal areas of disease, have been 
advanced. Conforth and Carangelo’s (1946) is 
the most interesting, in that massive throm- 
bosis of the splenic vein was associated with 
great congestion of the spleen and a 5-cm. tear 
near the upper pole not due to trauma. It is the 
only recorded case, however, in which this 
lesion has been noted. 

From the available facts it cannot be con- 
cluded that the changes in the spleen during 
pregnancy predispose to its rupture. Spon- 
taneous rupture is exceedingly rare but it may 
occur in the non-pregnant and its association 
with pregnancy is probably coincidental. 

In addition to the cases of rupture of the 
spleen in pregnancy there are at least 6 recorded 
cases of rupture of the splenic artery in the 
pregnant state. In all these cases the rupture of 
the artery occurred without any marked preced- 
ing trauma. Diagnosis during life was made in 
only | case and all died rapidly, 1 of them after 
operation. 


CLINICAL FEATURES 


The signs and symptoms of rupture of the 
spleen are those of an acute abdominal catas- 
trophe in the left upper abdomen followed, after 
a variable interval, by the signs of internal 
haemorrhage. 

In cases due to severe trauma or in which 
there is advanced disease of the organ, the pulp 
and the capsule are torn together. In these, 
sudden severe pain in the left hypochondrium, 
with shock and the onset of internal haemor- 
rhage, rapidly lead to a condition of collapse 
which is likely to be fatal before effective sur- 
gical aid can be given. In this group belong the 
early cases reported by Saxtorph (1803) and 
Simpson (1866), in which the patients collapsed 
and died during or just after labour, and in 
whom the condition of ruptured spleen was 
diagnosed at autopsy. In 2 cases recently 
reported by Conforth and Carangelo (1946) and 
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RUPTURE OF THE SPLEEN IN PREGNANCY 


by Harper and Huertos (1950) death occurred 
before operation could be carried out, although 
in these the spleen was not diseased. 

When the injury has been less severe or when 
there has been no recognizable trauma the 
initial symptoms due to subcapsular haemor- 
rhage are separated by a latent period from the 
stage in wh.ch the capsule ruptures and intra- 
abdominal bleeding occurs. If the interval be 
short, the patient will have hardly recovered 
from the initial shock before the severe symp- 
toms recur. In those cases where the latent 
interval is prolonged the patient, after 24 to 48 
hours, recovers sufficiently to get up and even 
to go about her work. There persist the com- 
plaints of constant discomfort in the left 
hypochondrium, malaise, occasional vomiting, 
anorexia, with slight jaundice and mild pyrexia. 
The third stage of the condition sets in with all 
the suddenness of the original onset and may be 
precipitated by slight trauma. During the acute 
stages pain referred to the left shoulder may be 
severe and persistent. 

Examination of the abdomen in the acute 
stage before the latent interval reveals general- 
ized tenderness and rigidity, particularly marked 
in the upper abdomen. In some cases the spleen 
may be pa!pable. During the latent interval the 
tenderness in the splenic region persists although 
the other signs regress. Slight icterus and a mild 
pyrexia are usual. In the third stage the tender- 
ness and rigidity of the upper left quadrant 
return. Tenderness in the regiors of the xiphi- 
sternum is marked and bruising in this region 
has been noted. If the uterus is in the lower ab- 
domen, movable dullness may be demonstrable 
as well as abdominal rigidity. When the uterus 
is filling the abdomen it is not possible to elicit 
the signs of movable dullness, and abdominal 
rigidity may be difficult to define. Marked 
abdominal tenderness will, however, be constant. 

The uterus itself is not tender, nor is it hard. 
These features are of great importance in the 
differential diagnosis from concealed accidental 
haemorrhage; but they may be masked by the 
overlying abdominal rigidity and tenderness, so 
that it may be difficult to assess the degree of 
hardness or tenderness of the uterus. The foetus 
can be palpated and since it is often alive the 
foetal heart may be heard. In the latter stages 
if the mother is exsanguinated the foetus dies. 


797 


In cases in which the uterus is still in the pelvis 
there may be tenderness in the posterior fornix 
such as might be expected in a case of ruptured 
ectopic pregnancy with pelvic haematocele. 


DIAGNOSIS 


Ihe condition has not often been diagnosed 
during life, and although the spieen might be 
thought of as the source of bleeding in the non- 
pregnant patient it is much less likely to be 
considered during pregnancy, in which the other 
more likely causes of collapse and internal 
haemorrhage are likely to be diagnosed. The 
difficulty of diagnosis during pregnancy may 
be ascribed to the extreme rarity of the condi- 
tion, to the occurrence of cases without a defi- 
nite history of trauma, and to the presence of 
the gravid uterus which masks the abdominal 
Signs. 

Up to the year 1880, 8 cases are reported, 
none of which was diagnosed during life. 

In the other reported cases pre-operative 
diagnoses were intra-abdominal haemorrhage 
of unknown origin (2 cases), ruptured viscus (2 
cases), ruptured ectopic pregnancy (3 cases), 
concealed accidental haemorrhage (1 case), 
acute haemorrhagic shock (1 case), postpartum 
collapse (1 case). In 6 cases the correct pre- 
Operative diagnosis of splenic rupture was made. 

In the later months the condition closely 
resembles concealed accidental haemorrhage. 
The symptoms in both conditions are those of 
shock and internal bleeding coming on suddenly 
in a woman late in pregnancy, but the absence 
of the signs of severe toxaemia serve to exclude 
the diagnosis of concealed accidental bleeding. 
The fact that the blood-pressure is low is of no 
help in the diagnosis, as low blood-pressure is 
the rule in the collapse stage of toxic accidental 
haemorrhage. Moreover, in rupture of the 
spleen, although the abdomen is tender and may 
be rigid, the uterus itself is not hard and does 
not present the wooden feeling associated with 
abruptio placentae and the foetus is palpable 
and may be alive. 

In spite of these differences in the signs of the 
two conditions, diagnosis is not easy. Presence 
of the enlarged uterus masks the local signs, 
recognition of rigidity is less easy, detection of 
free fluid is difficult, and percussion of flank 


dullness is impossible. In the presence of known 
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disease of the spleen or of injury of a severe 
nature in the left hypochondrium the diagnosis 
may be evident. The real difficulty arises in the 
non-traumatic cases and especially if the spleen 
is not diseased. The important feature is the 
mode of onset, which typically presents a latent 
interval between the original trauma, if such be 
present, and the onset of symptoms of internal 
haemorrhage. In the non-traumatic cases also 
there may be a history of an attack of similar 
upper left hypochondriac pain, separated by a 
variable interval from the second and more 
severe attack. Pain referred to the left shoulder 
and left side of the chest, and abdominal rigidity 
and tenderness in the left upper quadrant of the 
abdomen, would suggest the condition. Bal- 
lance’s sign (increasing fixed dullness in the left 
hypochondrium and flank with movable dull- 
ness in the right flank) would be entirely masked 
by the presence of the enlarged uterus. 

The temperature is likely to be raised in the 
interval phase in splenic bleeding, and a history 
of malaise for some days associated with a tem- 
perature rising to about 100° F. in the evenings, 
together with slight jaundice, results from the 
accumulation of blood beneath the splenic cap- 
sule. Such signs preceding the acute symptoms, 
which arise when the capsule ruptures, point to 
rupture of the spleen. 

In none of the reported cases in pregnancy 
has the use of X-rays been recorded, but in a 
suspected case a radiograph would be valuable 
and would be expected to demonstrate elevation 
or fixation of the left cupola 


TREATMENT 


If diagnosis is established, immediate laparo- 
tomy and splenectomy will arrest the haemor- 
rhage. If the uterus is not too large, splenectomy 
may be done and the uterus left in situ with the 
possibility of a successful outcome to the preg- 
nancy. In the cases near term it is not always 
possible to reach the spleen in order to remove 
it, without first emptying the uterus; and in such 
cases, moreover, the source of the bleeding may 
not be evident until the uterus has been emptied. 
In these later cases, therefore, Caesarean sec- 
tion followed by splenectomy is necessary. 

In most cases the diagnosis has not been 
made pre-operatively and the laparotomy has 
been exploratory. Indeed, if trauma has been 


present, the uterus may have been ruptured 
with as much likelihood as the spleen, and the 
diagnosis cannot be certain. 

The incision should be median sub-umbilical, 
as the operation is usually exploratory. If the 
uterus is smaller than 31 weeks, an abdominal 
exploration will still be possible, and if the 
spleen is ruptured the incision may be enlarged 
upwards towards the subcostal angle. If the 
uterus is larger than the 3l-weeks size, it will 
be necessary to empty it and to complete its re- 
suture before dealing with the source of the 
bleeding. In most cases the spleen is easily 
delivered, and is not bound down by adhesions. 

As regards the first part of the operation the 
classical Caesarean has usually been done, 
although in Sommer’s case (1937) the lower seg- 
ment approach was used. The splenectomy 
should not give any difficulty in those cases 
where the spleen is normal, and is best done by 
continuous clamping and cutting through the 
pedicle. If care is taken to keep close to the 
hilum, and even to include a small portion of 
spleen in the clamps, then there will be no 
danger of wounding either the stomach or the 
tail of the pancreas. The clamped portions of 
the pedicle, which contain the splenic artery and 
veins, are transfixed and ligated with No. 2, 
20-day catgut, and the splenectomy should not 
take more than 10 minutes to perform. The 
abdomen is closed without drainage. Blood 
transfusion for haemorrhage, both before and 
during operation, and, if necessary, post- 
operatively, is an absolute essential if life is to 
be saved. 


PROGNOSIS 


Of the 28 recorded cases 15 died. These 
figures, however, do not in any way represent 
the outlook with modern methods of treatment, 
and in discussing prognosis consideration need 
not be given to the 8 cases reported up to the 
year 1880, all of which were fatal. 

Savor’s case (1898) was the first in which 
splenectomy was done and the first recorded 
case to recover. Of the 20 cases reported from 
1898 onwards, 4 died before they could be 
operated on, but in the 16 cases in which opera- 
tion was performed 13 survived. In all these 
successful cases splenectomy was done and in 
5 of them Caesarean section was also done at 
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RUPTURE OF THE SPLEEN IN PREGNANCY 


the same time. It may be said that, given the 
equipment of a modern hospital and facilities 
for blood transfusion, the prognosis in this 
formerly formidable complication has been 
greatly improved; and with early diagnosis, early 
operation, and early resort to blood transfusion 
recovery should be expected in those cases sub- 
mitted to operation. The outlook for the child 
is good if the case occurs in the early months, 
and the pregnancy may be expected to continue 
after the splenectomy. In the later cases the 
outlook for the foetus seems to be less hopeful 
since it is apt to die as a result of placental 
anaemia. 

The ultimate prognosis for the mother is 
excellent. In one case, in which recovery 
followed splenectomy and Caesarean section, 
intestinal obstruction by a band of adhesions 
occurred a year later and necessitated a further 
laparotomy, with eventual recovery followed by 
birth of a 17th child. In our own case the mother 
made a rapid recovery. She left hospital at the 
end of 14 days and was still well 12 years later. 


Case REPORT 


History. This patient, 37 weeks pregnant, was seen 
in consultation and gave a history of having been 
taken ill about 12 hours previously with severe upper 
abdominal pain, vomiting, and collapse. There had 
been no trauma, the pain having come on whilst she 
was sitting in the kitchen. She improved during the 
day, but 12 hours after the onset she was still in 
great pain, restless, apprehensive, and very difficult to 
question or to examine. A more detailed history 
revealed that 3 weeks previously she had suffered 
from a similar but much less severe attack of upper 
abdominal pain which had necessitated her remaining 
in bed for 2 days. Between the two attacks she had 
not felt completely well, and had complained of 
upper abdominal discomfort. She was 37 years of 
age and this was her 3rd pregnancy. A cursory exami- 
nation showed the presence of an abdominal emer- 
gency and a tentative diagnosis of concealed accidental 
haemorrhage was made. She was given morphia gr. 
{ and transferred to hospital. 

Examination. When examined about an hour later 
in hospital, her pulse was 80, temperature 99, and 
respiration 20. Her appearance was pale and anxious. 
The abdomen was tender all over, but most markedly 
in the epigastrium and in the left hypochondrium. 
The upper abdomen was rigid but not boardlike. It 
was difficult to feel the body of the uterus with cer- 
tainty because of the abdominal rigidity, or to deter- 
mine to what extent the tenderness was due to tender 
abdominal parietes or to tenderness of the uterus. 
The area of maximum tenderness was just below 
the xiphisternum. In the lower abdomen the foetal 
dD 
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head could be palpated and the foetal heart could 
be heard distinctly in the right iliac fosa. There was 
no vaginal loss. 

Her main symptom at this time was general 
abdominal pain, worse in the upper abdomen and in 
the left side. She complained also of severe pain in 
the left shoulder, and even under the influence of 
morphia subsequently, when the other pain was 
relieved, she still complained of the shoulder pain. 

The blood-pressure was 120/70. She passed a little 
urine which was albumen-free. There was no oedema. 


Diagnosis. A diagnosis of concealed accidental 
haemorrhage was made. This was based on the pre- 
sence of severe abdominal pain, evidence of internal 
bleeding and supposed tenderness of the uterus. It 
was realized that there were several anomalous features 
in the case. For instance, there was no evidence of 
toxaemia, the foetus was alive and palpable in the 
lower abdomen, and there was not a clear'y demar- 
cated “ wooden” uterus. It is evident that sufficient 
importance was not attached to the history of a similar 
attack 3 weeks previously nor to the severe shoulder 
pain. 

Treatment. \t was decided to treat the case as one 
of concealed accidental haemorrhage. She was given 
morphia and kept warm. She took a hot drink and 
later dozed off to sleep. The level of the fundus was 
marked on the abdomen and a half-hourly pulse and 
temperature chart ordered. A _ blood-grouping was 
done and compatible blood obtained. This case was 
seen in 1938 when blood was not so easily obtained 
as it is today and before plasma infusions had been 
introduced. Otherwise blood and plasma transfusion 
would have been started immediately. 

Five hours later the pulse had risen to 140, her 
pain had returned, together with restlessness, and her 
pallor was more marked. It was obvious that the case 
was not responding to conservative measures, and it 
was thought that Caesarean section and possibly 
hysterectomy would be the best course. 


Operation. A blood transfusion was set up and 
under gas and oxygen a lower abdominal midline 
incision revealed that the abdomen was full of blood. 
The uterus itself appeared normal and was not the 
site of any intramural haemorrhages. It was clear 
that the pre-operative diagnosis was incorrect. It was 
not possible to ascertain the source of the bleeding, 
and owing to the size of the uterus it was impossible 
to explore the abdomen adequately. A_ classical 
Caesarean section was therefore performed ynd a 
stillborn female child removed from the uterus, which 
was then sutured. 

With the uterus retracted it was evident that the 
bleeding point was not in the pelvis and exploration 
revealed a large mass of blood-clot in the left upper 
abdomen. It was only at this stage of the operation 
that the diagnosis of ruptured spleen was made. The 
abdominal wound was rapidly carried upwards to the 
left of the umbilicus almost to the costal margin, 
when the spleen was easily drawn into the wound and 
removed. 
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The postoperative course was uncomplicated and she 
was discharged on the 14th day at her own request 

Twelve months later she was quite well and when 
seen again recently, 12 years later, she was in good 
health 

Pathological Report. The spleen appeared greatly 
enlarged owing to the presence of much blood-clot 
beneath the distended capsule. On the diaphragmatic 
surface near the lower pole there was a stellate tear 
in the pulp. The organ, after the removal of the 
blood-clot, weighed 170 g. Microscopic examination 
revealed no abnormality 


SUMMARY 


(1) A case of spontaneous rupture of a nor- 
mal spleen during pregnancy is recorded, with 
a review of the literature relating to this con- 
dition 

(2) Diagnosis, prognosis, and treatment of 
the condition are discussed 

(3) The recorded cases are presented with 
relevant details in tabular form 
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SEVERE INTRAPERITONEAL BLEEDING IN THE LATTER 


HALF OF PREGNANCY 
Case Report 
BY 
JOHN HENDERSON, M.R.C.O.G. 
AND 
Davip M. W. MAXxweELL, F.R.C.S., F.R.C.O.G. 


From the Canadian Red Cross Memorial Hospital, Taplow 


SEVERE extra-uterine bleeding in late pregnancy 
is a rare condition, and as a prolonged search 
through the literature has revealed no similar 
case, the following history was considered worth 
recording. 


Mrs. B., an apparently healthy young girl of 23 
years of age, was first seen at the antenatal clinic of 
the Canadian Red Cross Memorial Hospital, Taplow, 
in October 1951. She was booked for this, her second 
pregnancy, on account of a history (during her first 
labour in February 1948) of retained placenta, post- 
partum haemorrhage, and manual removal, together 
with considerable shock and collapse which required 
the transfusion of 3 pints of blood. It was noted at 
her first attendance that although she was only 23 
weeks pregnant by her dates (last menstrual period 
llth May, 1951, expected date of delivery 18th 
February, 1952) the height of the fundus was at a level 
of 30 weeks. Apart from this discrepancy she showed 
no abnormality on this occasion, nor at her one sub- 
sequent attendance at the antenatal clinic a fortnight 
later. One week after her second visit, 4th November, 
1951, she was admitted as an emergency. 

On admission the patient complained of violent 
abdominal pain of 14 bours duration, accompanied by 
backache and nausea. She had had regular normal 
bowel actions, and no urinary abnormality. On 
examination she was pale. The temperature, pulse, 
and respirations were normal. The blood-pressure was 
110/56. There was no oedema or albuminuria. The 
fundus was at the level of 32 weeks (27 by her dates), 
the foetus was lying with the vertex presenting in the 
right occipito-lateral position, the head was high, and 
the foetal heart sounds present. There was some 
tenderness in the renal angles, especially on the right 
side. 

The uterus was tense and tender. There was no 
vaginal bleeding. She was put to bed and kept under 
observation for the next few days. She seemed to 
improve and the pain settled into the right flank. 

A right-sided pyelitis was considered, but she re- 
mained apyrexial, and a catheter specimen of urine 
showed no abnormality. In the next 4 or 5 days she 


maintained her improvement, and the pain became 
very much easier. Just after she had had her break- 
fast, and whilst in bed, on 17th November, i.e. 13 days 
after admission, she collapsed with dramatic sudden- 
ness, and with intense abdominal pain. On examina- 
tion immediately after this attack she was very pale 
and shocked; the pulse was completely imperceptible 
at the wrists. She was sweating and cyanosed. The 
blood-pressure, which could only be estimated roughly, 
gave a systolic reading of 50 mm.Hg. Very great pain 
and tenderness were present over the right side of the 
uterus and abdomen, with considerable guarding and 
rigidity of the recti. There was no vaginal bleeding, 
and it was concluded that she probably had a concealed 
accidental haemorrhage, and that her previous attack 
of pain was almost certainly from the same cause. 
Morphia, blood transfusion, and the general treatment 
for shock were instituted and after 4 to 5 hours she 
had improved somewhat. She was troubled with 
vomiting, intense abdominal pain and had rebound 
tenderness, rigidity, and a tonic muscular spasm of the 
uterus. The urinary output was reduced and there was 
some albumen in the urine but this was considered 
to be due to the extreme shock, and the effect of the 
blood transfusion. 

At 3 a.m. the following day the membranes ruptured. 
The foetal heart sounds were still present at that time, 
and she started to drain fairly copious quantities of 
clear liquor. There was no sign of blood staining. 
It was hoped that she would go into spontaneous 
labour. The only sign of labour starting was a severe 
backache and, although her condition did not 
deteriorate, the pain persisted. The uterus wes of the 
consistency of wood, and rigidity and guarding of the 
abdominal musculature were present. By 12 noon 
the same day (18th November), as she had shown no 
signs of improving and no signs of the onset of labour, 
it was decided that laparotomy should be performed. 
A midline subumbilical incision revealed 14 to 2 pints 
(850 to 1,150 ml.) of blood and blood-clot lying free 
in the abdominal cavity. The uterus, containing an 
intra-uterine pregnancy, showed a soft cystic swelling 
at the fundus, with numerous large veins coursing over 
it, and with an obviously leaking vein on the posterior 
surface. The lower half of the uterus showed a 
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muscle wall of norma! appearance and consistency but 
in the upper half the wall seemed to be only about 
1 mm. thick. 

A lower segment Caesarean section was performed, 
and a living male child extracted. It was considered 
that there was no hope of conserving the uterus, and 
accordingly the operation was completed by a high 
subtotal hysterectomy at the level of the lower segment 
incision. Both tubes and ovaries appeared normal and 
were conserved. The uterine stump was closed and 
re-peritonized, and a large quantity of blood and clot 
was removed from the peritoneal cavity before the 
abdomen was closed in the normal manner. The 
patient had an uneventful postoperative course and 
was discharged home on the 21st day. Lactation was 
poor and was finally suppressed. The infant had a 
birth weight of 2 pounds 10 ounces (1,086 g.), gained 
satisfactorily, and was finally discharged from the 
hospital on 30th January, 1952, the 74th day after 
delivery, when his weight was 6 pounds 6 ounces 
(2,770 g.). 


[he macroscopical appearance of the uterus 
and placenta is shown in the photographs. In 
Fig. | the line of demarcation, where the ex- 
treme thinning of the uterine wall is present and 
where the placenta is implanted, can be clearly 
seen. Below this area the uterine wall takes up 
its normal appearance. The cut cord and folded 


foetal surface of the placenta and membranes 
occupy much of the cavity of the uterus, which 
has been cut straight down the anterior wall and 
splayed outwards to demonstrate the contents. 
In Fig. 2 the posterior surface of the uterus is 
shown. Two artery forceps are attached to the 


cut ends of the Fallopian tubes. At the fundus, 
just to the left of the upper end of the anterior 
incision, can be seen the area from which the 
haemorrhage occurred. Fig. 3 is a photo- 
micrograph of the uterine wall at the fundus, 
illustrating the relationship between the placenta 
and the peritoneum. It will be noted that the 
muscular fibres of the uterine wall are only a few 
millimetres thick. The appearance of the 
placenta and decidua, however, are considered 
to be normal. 


DISCUSSION 


Pre-operatively the most likely diagnosis 
appeared to be that of concealed accidental 
haemorrhage. The absence of any signs of 
toxaemia caused some misgivings, which were 
increased by the unchanged presence of normal 
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foetal heart sounds. Cases of concealed acci- 
dental haemorrhage, however, are reported 
without a history of trauma and without signs of 
toxaemia, and partial placental separation may 
be compatible with foetal survival. A variety 
of cases of abdominal haemorrhage in late 
pregnancy and during labour are described in the 
literature. They can be divided into intra- 
peritoneal and extraperitoneal, traumatic, and 
non-traumatic. Of the intraperitoneal group the 
commonest spontaneous type appears to be due 
to the rupture of a varix lying in close proximity 
to the uterus. Lee (1947) reported a typical case. 
The haemorrhage occurred from a varicose vein 
in the right broad ligament in close proximity 
to the right cornu of the uterus. He could not 
discover any cause for it, and treated it by simple 
ligation with satisfactory results. Cases of 
ruptured aneurysms in the renal, splenic, and 
ovarian vessels have all been described (Chis- 
holm, 1926; Danforth, 1945; Sered and Steiner, 
1935). 

These cases as a rule produce massive blood- 
clots, sometimes extending from the pelvic floor 
to the lower border of the diaphragm. As a 
generalization it may be remarked that the intra- 
peritoneal haemorrhages occur when the vessel 
is lying in or near the wall of the uterus. In this 
location the peritoneum is sufficiently intimately 
attached to the uterus to limit the bleeding to 
start with. Finally the pressure increases enough 
to rupture the peritoneum, and subsequent 
haemorrhage takes place into the general 
abdominal cavity. The farther the bleeding 
point lies away from the uterus the looser will 
be the peritoneal covering and, therefore, the 
greater the tendency for blood to track up in 
the retroperitoneal area. The commonest form 
of trauma associated with intra-abdominal 
haemorrhage results from labour. Cases of 
rupture of the uterus itself need no further 
comment. Miler (1928) reviewed the literature 
and reported a case of ruptured varicose veins in 
labour. He pointed out that varicosities of the 
vulva are often associated with varicose veins 
higher up the genital tract. He also suggested 
that labour in cases of minor degrees of con- 
tracted pelvis may cause sufficient damage to 
the pelvic structures (quite apart from the labour 
becoming obstructed) to rupture blood-vessels. 
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A saggital incision through the anterior wall of the uterus. The extreme thinning of the muscle 

of the fundus overlying the placental site can be seen [A]. The cavity of the uterus is filled 

with the rest of the placenta, membranes and cord. In the lower half of the picture the muscle 
wall of the uterus is of normal thickness [B] 
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Posterior view of the uterus. The Fal- 
lopian tubes are marked with artery 
forceps. The upper end of the anterior 
incision can be seen at the fundus, and 
just to the left the area from which the 


haemorrhage took place [A]. 


Fic. 3 
Section taken from the uterine fundus. 
The peritoneum covers only a few scat- 
tered muscle fibres, beneath which lie the 
normal decidua and placental tissue. ~ 25. 
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The result may also easily accrue when internal 
version or instrumental delivery is undertaken. 
Hodgkinson and Christensen (1950) reported 3 
cases all of which were due to rupture of a 
utero-ovarian vein. Two occurred immediately 
after delivery, and the third after an interval of 
14 days. The trauma of sexual intercourse in 
late pregnancy has also been blamed on several 
occasions for intraperitoneal haemorrhage 
(Harding and Concanon, 1943; Kenny and 
Doniach, 1945). Uterine or broad ligament 
varicose veins appear to have been the site of 
rupture in their cases. 

Three degrees of morbid adherence of the 
placenta have been described: placenta accreta, 
in which the placenta is adherent pathologically; 
placenta increta, in which there is, in addition, 
penetration of the uterine wall; and placenta per- 
creta, in which there is invasion of the uterine 
wall to its serosal layer, and in which rupture 
of the uterus may actually occur (DeLee and 
Greenhill, 1947). Phaneuf (1933) described two 
conditions: placenta accreta vera, where no 
spongy layer of the decidua basalis is present 
even though there may be a distinct and con- 
tinuous layer of decidua compacta at the 
placental site; and placenta increta, where there 
is complete absence of all decidual tissue. The 
most complete review of morbid adherence of 
the placenta is that of Irving and Hertig (1937) 
who reported 18 cases of their own and 86 from 
the literature. In all their series, however, deep 
penetration of the uterine muscle was not a 
feature, nor did they encounter any case where 
the accompanying excessive thinning took place. 
It is safe to assume, therefore, that placenta per- 
creta is a very rare obstetric complication in- 
deed. 

On first examination of the specimen it was 
thought that the diagnosis lay between abnormal 
penetration of the placenta, possibly implanted 
in an area of uterine muscle wall already some- 
what denuded by the previous manual removal, 
or an angular pregnancy. Gibberd (1936) re- 
ported a case of angular pregnancy which came 
under his care on account of retention of the 
placenta in spite of numerous efforts at manual 
removal. Pre-operatively the diagnosis was 
thought to be that of placenta accreta, and it was 
only after he had performed a hysterectomy, and 
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could examine the specimen, that there was any 
reason to doubt this. In his case there was 
a definite asymmetry of the uterus with a con- 
siderable diverticulum in the region of the right 
tubal opening, and microscopic section of the 
uteroplacental junction showed evidence of a 
layer of decidua spongiosa. In our case, as can 
be seen in Fig. 2, there is comparative symmetry 
of the uterus, with the placenta located more or 
less at the fundus. 

Serial sections were cut through the right 
Fallopian tube to demonstrate its point of entry 
into the uterus. This was shown to be beneath 
the area covered by the placental site but no 
sacculation of the tube could be demonstrated, 
nor any Other abnormality to suggest that tubal 
implantation had taken place. 

The aetiology of morbid adherence has been 
investigated in considerable detail in numerous 
papers. Schockaert (1935) stressed the import- 
ance of the trauma of the curette, especially when 
this instrument is used too forcibly, and con- 
sidered that many cases of morbid adherence can 
be attributed to curettage. He also suggested 
that old Caesarean section scars may be the site 
of morbid adherence, and pointed out that one 
of the advantages of the lower segment route 
was that this was a comparatively rare area for 
placental implantation. Irving and Hertig (1937) 
added the occurrence of adherence after uterine 
fibromyomata and endometritis. DeLee and 
Greenhill (1947) add a causative factor in the 
frequent employment of hormones. The sug- 
gestion is that such treatment may involve the 
implantation of a fertilized ovum when the 
endometrial bed is not in a suitable phase for 
the formation of a barrier to the trophoblast. 

Were it not for the fact that the microscopical 
appearance shows a normal decidua this case 
would appear to be typical of a placenta percreta. 
Starder (1945) quoted a case reported by Traut 
and Kuder (1934) where at elective Caesarean 
section (for pelvic contraction and breech presen- 
tation) a state of affairs very similar to our own 
was discovered. To quote the words of the 
report, the fundus was found to be replaced by 
a “large cystic, globular mass, of almost 
paparaceous thickness, with vessels over the 
surface and some subserous haemorrhagic 
extravasation. ... There was quite evidently 
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no muscle in this portion, and no contractile 
power.” subtotal hysterectomy was _per- 
formed. Mucroscopical examination showed that 
there was no intervening decidua, the placenta 
being attached in many areas directly to an 
exceedingly thin layer of muscularis. In a 
previous pregnancy this patient had had a 
traumatic forceps delivery and a manual removal 
of placenta. Hamilton (1952) suggests that a 
congenital abnormality might be responsible for 
the extreme thinning at the uterine fundus, and 
were it not for the previous normal first and 
second stage of labour this would seem to be the 
most reasonable explanation. 

Some consideration has been given to the idea 
that in the first pregnancy the placenta was mor- 
bidly adherent, and that at manual removal a 
certain amount of uterine musculature was 
separated and extracted. The notes of this 
Operation do not indicate that any extreme 
degree of difficulty was encountered and, 
although she had lost a good deal of blood 
before the placenta was removed, there is no 
suggestion that the actual removal was accom- 
panied by the degree of bleeding that one 
would expect if the actual muscle wall of the 
uterus was severely torn. 


CONCLUSIONS 


Ihe aetiology of this case of severe intra- 
peritoneal bleeding in the latter half of preg- 
ancy remains obscure. It is considered that the 
patient was extremely fortunate in obtaining a 
live child, and not losing her own life. Had she 
gone into labour complete rupture of the uterine 
fundus would certainly have occurred. When 
it is considered that this rupture would have 
taken place at the site of maximum vascularity, 
where the placenta was inserted, a disastrous 
outcome would almost certainly have followed. 

The distinction from concealed accidental 
antepartum haemorrhage is made more difficult 
by the extreme guarding and rigidity of the 
anterior abdominal wall, as in these circum- 
stances it 1s hard to differentiate between perito- 
neal and uterine pain. The absence of toxaemia, 
or a history of trauma together with the presence 
of normal foetal heart sounds should put the 
obstetrician on his guard. This is especially 
true when the amount of bleeding and shock is 
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sufficient to cause considerable collapse of the 
patient. As possible helps in diagnosis Langes 
(1913) suggested paracentesis abdominis and the 
appearance of dullness in the flanks, but Miller 
(1928) regards both these aids as supplying 
evidence too late to save the patient’s life. 


SUMMARY 

(1) A case of intraperitoneal bleeding in the 
latter half of pregnancy is described. The cause 
of the condition was due to very gross thinning 
of the muscle wall at the uterine fundus. 

(2) Treatment was by subtotal Caesarean 
hysterectomy; both mother and child survived. 

(3) The aetiology of this rare condition 
remains obscure but the possible causes are 
discussed, together with the differential diag- 
nosis. 


We would like to record our thanks to 
Professor W. J. Hamilton, M.D., D.Sc., 
F.R.S.E., for his opinion on the histology, and 
to Dr. R. Gordon Douglas, M.D., Obstetrician 
and Gynaecologist-in-Chief, New York Hospital, 
for a personal communication giving greater 
details of Dr. Stander’s case. 
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REVIEW OF 115 CASES OF POSTMATURITY 
BY 


Giapys Hitt, M.A., M.D., F.R.C.S., F.R.C.0.G. 


Senior Obstetrician 
Department of Obstetrics and Gynaecology 


IN view of recent interest in the problem of post- 
maturity, we have investigated a series of 115 
consecutive cases admitted to the maternity 
wards of the Royal Free Hospital during 1950— 
51, in whom the actual date of delivery was 16 
days or more later than the calculated date. Of 
these, 61.7 per cent were primigravidae or 
patients who had previously had only a miscar- 
riage, and 38.3 per cent were multigravidae. 

The ages of the primigravidae ranged from 17 
to 40 years, and of the multigravidae from 18 to 
43 years. In the total series, 67.8 per cent of the 
patients were between 20 and 29 years. 

We have included only those patients who had 
a regular menstrual cycle of not longer than 35 
days; the majority had a cycle of 28 days, and 
where there was any doubt as to the date of the 
last normal menstrual period, or the regularity 
of the cycle, the case was excluded. 

The expected date of delivery was calculated 
by adding 7 days and 9 months to the first day of 
the last full period; 64.8 per cent of the primi- 
gravidae and 56.8 per cent of the multigravidae 
were between 16 and 21 days postmature by this 
standard, and 2.9 per cent of the primigravidae 
and 6.8 per cent of the multigravidae were more 
than 35 days postmature. Twelve of the multi- 
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gravidae had been postmature in earlier preg- 
nancies. 


CHARACTER OF LABOUR 


The onset of labour was spontaneous in 88 
cases (76.5 per cent) and induced in 25 cases 
(21.7 per cent), and there were 2 elective 
Caesarean sections. The indications for inter- 
ference are considered in some detail below. 

Labour was prolonged for 30 hours or more 
in 20 per cent of the series. In a previous survey 
of the labours of 166 patients who had been 
treated by us for infertility, and delivered in our 
wards, the infertile group showed 23.5 per cent 
with a similar prolongation of labour, and the 
corresponding Control group 19.9 per cent. 
Among the 25 cases in whom labour was induced, 
the duration was 30 hours or more in only 4 cases 
(16 per cent). 


METHOD OF DELIVERY 

The method of delivery for the series is 
analyzed in Table I. 

The instrumental rate of 11.2 per cent for the 
whole series compares with a rate of 7.1 per cent 
for the Royal Free Hospital Maternity Depart- 
ment in 1950, and the Caesarean section rate of 


Analysis of Method of Delivery 


Elective Caesarean section (2 cases) 
Spontaneous onset of labour (88 cases) 
Induction of labour (25 cases) 

‘Toran St RIES (115 cases) ... 


Delivery 
Spontaneous _ Instrumental Caesarean 
section 
Per cent Per cent Per cent 
1.7 
86.4 10.2 3.4 
76.0 16.0 8.0 
11.2 61 
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6.1 per cent for these patients with a rate of 3.8 
per cent for the Maternity Department in 1950. 

The indications for instrumental delivery 
were: 


Delay in second stage of labour 7 cases 
Persistent posterior position 3 cases 
Face presentation | case 
Foetal distress 2 cases 
and for Caesarean section, as follows: 

Inco-ordinate uterine action with 

foetal and maternal distress 3 Cases 
Failure of trial labour 2 cases 


Both patients on whom elective Caesarean 
section was performed had evidence of some dis- 
proportion, with a high cephalic presentation, 
and were considered unsuitable for induction by 
surgical rupture of the membranes because of 
this 


Mrs. H., para-0, aged 24, was 18 days overdue, with 
minor pelvic contraction at the brim and a high vertex. 


Mrs. L., para-O, aged 38, was 33 days overdue, with 
general pelvic contraction and a high vertex 


There was evidence of foetal distress in labour 
in 7.8 per cent of the series, all primigravidae, 
but none among the 25 cases in whom labour 
had been induced. 

As the number of cases in which labour was 
induced is small, some analysis of the factors 
governing the selection of these cases is perhaps 
indicated. 

Fifteen were primigravidae and 10 multi- 
gravidae. Two cases were under 20 years of age, 
14 between 20 and 29 years, 5 between 30 and 35 
years, | ayed 37 years, and 3 were 40 years or 
over. Fifteen cases were 16 to 21 days post- 
mature, 5 cases 22 to 28 days, 3 cases 29 to 35 
days, and 2 cases over 35 days (42 and 45 days 
respectively). 

he indications for induction were as follows : 


Postmaturity only 3 cases 
In the other 22 cases, the indications 


addition to the postmaturity were: 


n 


Previous postmaturity | case 
Previous postmaturity and age 2 cases 
Previous postmaturity and Rhesus 
incompatibility 1 case 
Previous stillbirth and age 1 case 
Rhesus incompatibility 3 cases 
Disproportion or abnormal pelvis 9 cases 
Loxaemia 3 cases 


Unstable presentation | case 
Premature rupture of membranes 
(drug induction) 1 case 


In 14 cases, a medical induction was success- 
ful. Ten of these went into labour after the 
administration of castor oil, an enema, and a 
hot bath; 2 patients following a course of oestro- 
gen injections; and 2 patients following a course 
of pitocin injections after the oil, enema, and 
bath. 

In the 11 cases (44 per cent) which failed to 
go into labour after a medical induction (5 with 
drugs in addition to the oil-enema-and-bath 
routine) a surgical procedure was adopted, as 
follows : 


Digital separation of membranes 1 case 
Digital separation of membranes, 

followed by oestrogen injections 1 case 
Surgical rupture of membranes 9 cases 
Two of these still failed to go into labour: 
one responded to further oil, enema, and bath, 
and the other to further oestrogen injections. 


THE PLACENTA 


In 40.9 per cent of the series, there was some 
degree of abnormality of the placenta, obvious 
on inspection. The appearances suggested 
senility of placentae, with infarction and calci- 
fication. Of these abnormal placentae, 57.4 per 
cent were found among patients who were 16 
to 21 days overdue. Itis perhaps significant that 
among the 25 cases with labour induced, 60.9 
per cent of the placentae showed some patho- 
logical change. 

Postpartum haemorrhage occurred in 14.7 per 
cent of the series (compared with 10.1 per cent 
for the Royal Free Hospital Maternity Depart- 
ment in 1950), and, of these cases, 76.5 per cent 
lost between 20 and 30 ounces. 


Tue INFANT 


The birth weight of the infants varied from 
5 pounds 84 ounces to 10 pounds 10 ounces; 25.2 
per cent were under 7 pounds, 40 per cent 
between 7 and 8 pounds; 33.9 per cent over 8 
pounds, and 8.7 per cent over 9 pounds. Of the 
113 live births, 40.7 per cent had regained their 
birth weight by the 7th day, 67.3 per cent by the 
10th day, and 79.6 per cent on discharge from the 
ward. 
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Severe foetal asphyxia occurred in 6.1 per 
cent, and in one case the cord was found to be 
once tightly round the child’s neck. In 3 of the 
cases, labour had been induced. 

Three infants showed some congenital abnor- 
mality; one a mild talipes equinus varus and left 
torticollis; another a cleft palate; and a third a 
spina bifida occulta (2.6 per cent of the series). 


ToTAL INFANT WASTAGE 


There were 2 stillbirths, a rate of 17.4 per 
1,000 for the series, as compared with 20.2 per 
1,000 for the Maternity Department for 1950. 
In each case, foetal death occurred in the second 
stage of labour. 


Mrs. H., para-0, aged 24, was 27 days overdue, and 
weighed 22 stones. The foetal heart was heard until 
just before delivery, which was spontaneous. There 
was excessive moulding of the skull, and death was 
due to intracranial injury, with small tentorial tears 
and sub-arachnoid haemorrhage. The baby weighed 
6 pounds 12 ounces, and the placenta had numerous 
areas of calcification. 


Mrs. M., para-O, aged 21, was 20 days overdue. 
X-ray pelvimetry showed no disproportion, and she 
was given a trial labour. Labour’ was prolonged to 
87 hours 35 minutes, but the second stage lasted only 
14 hours. The foetal heart was last heard 5 minutes 
before delivery, which was by forceps for foetal 
distress. The postmortem cause of death was again 
intracranial injury. The baby weighed 9 pounds 1 
ounce, and the placenta was clinically normal, though 
incomplete. 
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There was | neonatal death in the series, 
giving a rate of 8.8 per 1,000 compared with 14.1 
per 1,000 for the Maternity Department in 1950. 
It occurred on the 15th day, and was the child of 
a multigravida, aged 27 years, who was 22 days 
overdue. The mother was syphilitic, and 
received treatment during the latter half of preg- 
nancy only. Labour lasted 4 hours 12 minutes, 
and delivery was spontaneous. The baby 
weighed 5 pounds 13 ounces, and its Wasser- 
mann reaction was negative. The postmortem 
cause of death was atalectasis and broncho- 
pneumonia. The placenta was small and in- 
farcted, with considerable thrombosis of the 
vessels. There was no maternal death in the 
series. 


SUMMARY AND CONCLUSIONS 
(1) 115 cases of postmaturity are analyzed. 


(2) The findings suggest that postmaturity per 
se does not affect adversely the mother, her 
labour, or her infant. 


(3) If, however, the postmaturity is associated 
with some other obstetric abnormality, e.g. dis- 
proportion, toxaemia, or Rhesus incompatibility, 
the postmature infant does appear to have a less 
good chance than the normally mature one. In 
these cases it would seem desirable to induce 
labour. 
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RENAL AGENESIS 
BY 


G. ALLEN, M.D., D.T.M.&H. 
Consulting Pathologist 


AND 
N. P. OrcHARD, M.D 


Senior Registrar 


THe association of “ flop ears” or “ elephant 
ears”’ with bilateral renal agenesis was first 
brought to the notice of one of us (G.A.) by Dr. 
G. Cunningham of St. Bartholomew’s Hospital. 
Subsequently we both made the diagnosis from 
these characteristics prior to postmortem 
examination. Renal agenesis figures more 
prominently in American literature than in the 
journals of this country and, since 1946, interest 
has been stimulated by Potter’s description of 
the facial characteristics associated with this con- 
genital anomaly which make antemortem diag- 
nosis possible. 

Price and Murless in 1938 reported a case; 
Ellison Nash (1951) mentioned the condition in 
his Arris and Gale lecture before the Royal Col- 
lege of Surgeons, and remarked that he “ very 
much doubted whether there is much to be 
gained from antemortem diagnosis of bilateral 
renal agenesis in this country”! Apart from 
these no other references to cases have been 
found in the British Isles. 

Several reviews of the literature have been 
made during the latter part of the nineteenth 
century and the first half of this, but, in 1937, 
Amolsch gave a critical review, added 4 cases, 
bringing the total to 119, and discussed the 
aetiology. He pointed out that care should be 
taken in distinguishing between absolute 
agenesis and secondary atrophy with or without 
misplacement of metanephric remnants. 

Hinman (1940) reported a case in which he 
paid special attention to the distinction between 
true agenesis and “ mere gross absence”. He 
cut sections of areas of adventitious masses in 
the abdominal cavity and transversely every 3 
mm. along the postero-lateral body wall extend- 
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ing into the pelvis, and showed the photomicro- 
graph of one which he believed represented 
mesonephric remnants. Nation (1944), in re- 
porting 3 cases, says the literature is confused 
by the failure of authors to distinguish between 
renal agenesis and aplasia. 

Stokes (1944) described a case with multiple 
deformities in unrelated structures contrasting 
with Grim’s (1940) case and Nation’s 3 cases 
which were relatively free from other congenital 
defects. Potter (1946) described 20 cases, 17 
male, 3 female, seen in autopsies on foetuses and 
newborn infants over a period of 10 years. She 
drew attention to the facial characteristics and 
the cartilage defect of the ears which were suf- 
ficiently constant to enable the diagnosis to be 
made with confidence antemortem (and, we 
found, with rather theatrical effect). She dis- 
agrees with Birnbaum (1912) that “ complete 
absence of both kidneys, or the presence of an 
undeveloped rudiment, is very rare and occurs 
only in monsters incapable of living ”. We, too, 
did not think our infants should be classed as 
monsters, Case | in particular showing no other 
gross abnormality. 

Leffler (1951) says 163 cases of congenital 
absence of both kidneys have been reported 
since 1663 and states: “ Renal agenesis is infre- 
quent but not exceedingly rare.” He shows 
photomicrographs of the lungs of his cases and 
discusses the hypoplasia which Potter had 
previously described as a constant finding in her 
Cases. 

Reports of particular interest are those of 
Rosenbaum (1931), whose case lived for 11 days, 
Grim’s case which had no other gross abnor- 
mality, and Madisson’s (1934) 2 cases born of 
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the same mother, but not twinned. J. J. Smith 
(1950) reports a case with no gross abnormalities, 
and states his is the only case reported in which 
the membranes were intact with a normal 
amount of amniotic fluid. Macht (1950) reports 
a case with no other gross abnormality, while 
H. G. Smith (1951) describes a case associated 
with no amniotic fluid. 

The typical facies was noted by these authors, 
and Gunter and Oser (1948) reported a case 
diagnosed antemortem on these characteristics. 
An interesting feature of Potter’s series is the 
absence of the uterus and vagina, whereas the 
genital apparatus of the male cases was more or 
less unaffected. Amolsch (1937) in his analysis 
also mentions this and could find only 3 cases in 
which the testes were not found. 


AETIOLOGY 

The aetiology of congenital abnormalities be- 
longs perhaps to the study of embryology, but 
the association between virus diseases occurring 
in early pregnancy and developmental defects 
has broadened the field and introduced the 
possibility of preventive measures. 

As Amolsch points out, it is difficult to 
establish a single causal factor which will ex- 
plain all recorded cases of renal agenesis, par- 
ticularly as bilateral agenesis is usually asso- 
ciated with anomalies not embryologically 
closely related although superficial examination 
suggests the major impact involves mesenchymal 
tissues. According to figures given by Amolsch 
there is a sex incidence of 2.7 males to | female, 
but in this assessment of 119 cases, 32 were un- 
classified as to sex. However, Guizzeti and 
Pariset (1911) showed a male dominance in cases 
of unilateral absence of the kidney, and Potter’s 
series contained 17 male and 3 female cases of 
bilateral agenesis. Whatever the initial aetio- 
logical factor may be, development of the per- 
manent kidney seems to depend ultimately on 
the sprouting and growth of the ureteral bud 
and contact between it and the metanephrogenic 
blastema; this, according to Gruenwald (1937), 
must occur before cranio-dorsal migration takes 
place or regression occurs. The work of Boyden 
(1924, 1927, 1932) supports this belief. He 
electrolysed the caudal end of the growing 
Wolffian duct of 2-day-old chick embryos and 


sealed the eggs, allowing life to continue until 
the 7th day, when he found that obstruction 
cranial to the growing end of the Wolffian duct 
resulted in hydronephrosis of the Wolffian body 
above the lesion. If, however, the lesion was 
made at the growing point, no distal Wolffian 
duct appeared, and no ureteric bud or metane- 
phros developed. Boyden considers the rudi- 
mentary pronephros to be a vital organ as an 
inducer of the Wolffian duct, which in turn pro- 
duces the ureteral bud and induces the formation 
of the permanent kidney. He conceives a gradual 
reduction of the metanephrogenic tissue after 
injury of the lower end of the Wolffian duct, 
with failure of tubular and glomerular develop- 
ment and general regression which is not 
explained by aplasia of the metanephros. Gruen- 
wald confirmed these observations. 

Amolsch mentions 7 cases of ureteral bud 
development with absence of the metanephros, 
which suggests that the synergistic effect of 
ureteral bud growth does not explain all cases; 
but no mention is made of retardation or 
acceleration of the normal rhythm, counted as 
important factors, particularly by Stockard 
(1921), Riddle (1923), and Arey (1936), which 
could explain such a state. Many suggestions, 
including umbilical artery reduction, since dis- 
proved by Auer (1947), have been made to 
explain the intrinsic aetiology of renal agenesis. 
The most popular conception is based on 
abnormal pressure exerted during embryonic 
development as a result of tight membranes or 
adhesions; the not infrequent association of 
oligohydramnios and renal agenesis has tempted 
many authors to adduce an aetiological explana- 
tion. Schilling (1921) thought a hypoplastic or 
absent amnion with oligohydramnios resulted in 
a tight membrane, restriction of growth, and 
segmental retardation. Mueller (1933) agreed 
but also postulated defective myotome develop- 
ment; Rainer (1931) suggested amniotic 
adhesions and pressure on the caudal end of the 
Wolffian duct with consequent lack of the 
synergistic influence of the ureteral bud. Why 
pressure and adhesions should affect the uro- 
poietic apparatus in an embryo about 4 mm. in 
length, leaving adjacent and related organs 
unaffected, is quite impossible of explanation. 
In any case, as Hinman points out, oligohy- 
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dramnios 1s as likely to result from renal agenesis 
as to Cause it. 

Amolsch speculates on the possible defi- 
ciencies in germ plasm potential which could 
result in agenesis or aplasia of the mesonephros, 
metanephros, or metanephric mesenchyme, and 
refers to Madisson’s 2 cases born of the same 
mother. Madisson advocates the germ plasm 
defect theory and feels it would be mutatory 
rather than hereditary. The known influence of 
hereditary factors in congenital bilateral poly- 
cystic kidneys lends support to these views. Of 
some seven theoretical aetiological possibilities 
suggested by Amolsch, the most attractive is 
that which postulates a normal germ plasm and 
a “ blighting factor ” exerted before the 4.5-mm. 
stage of embryonic development; it certainly 
falls more into line with the modern concepts of 
congenital anomalies 

Hinman discusses the older views of pressure 
and adhesions and says: “ The most universally 
applicable explanation of anomalies of all 
lands is that of developmental lag.” He quotes 


Arey who states that, apart from those abnor- 
malities which are admittedly hereditary and 


transmitted through the germ plasm in accor- 
dance with the laws of genetics, the primary 
cause of all abnormal development is a single 
factor, namely, developmental inhibition or 
arrest. Stockard, working with the marine min- 
now, Fundulus, produced evidence in support of 
this concept. He found that by lowering the 
temperature or decreasing the oxygen tension— 
procedures which reduce oxidation and thereby 
slow the rate of development—he could produce 
any anomaly, depending on the exact stage in 
development at which he caused arrest. Riddle 
agreed with Stockard and added the opinion 
that metabolic acceleration, occurring at a 
critical stage, is as effective as arrest in inter- 
rupting the normal sequence of events. The key 
factor seems to be the time and degree of arrest 
rather than the means by which it is accom- 
plished. These views appear to be in accordance 
with those who believe virus infections in early 
pregnancy are significant aetiological factors in 
the production of congenital anomalies. Possibly 
the virus, the evocators and/or individuators are 
antagonistic. However, Logan (1951), in review- 
ing the correlation between virus infections 
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during pregnancy and congenital malformation, 
points out that the available statistics are diverse 
and unreliable, as most of the results are based 
on retrospective examination of cases. He sug- 
gests that the more reliable criteria indicate a 
far lower incidence. Grénvall and Selander 
(1948) found 26 cases of maternal rubella in 
24,579 confinements but only | malformed infant 
could be attributed to this cause. 


Case 1, INFANT B 

[he mother was a 23-year-old primipara who had 
no illnesses (including rubella) during the pregnancy 
which terminated in premature labour at the 32nd 
week. Oligohydramnios was not present and there 
were no amniotic adhesions. The infant's condition 
at birth was poor and in spite of resuscitative 
measures it died after 4 hours. The birth weight was 
4 pounds 2 ounces, the length 18 inches, and the 
circumference of the head 11 inches. 

Chest: The oesophagus, pleura and larynx were 
normal. Lungs: aeration was very patchy. The peri- 
cardium, heart and valves were normal. Vessels: apart 
from the absence of the renal arteries and veins no 
other abnormality was found. 

Abdomen: The pericardium, stomach, and duo- 
denum were normal. The bile ducts were patent. The 
intestines and glands were normal. The spleen and 
liver were congested. The pancreas was normal. The 
kidneys, right and left, were absent. 

Genito-urinary tract: No ureters were found. The 
bladder, which was minute, showed no trace of the 
trigone or ureteric orifices. The urethra and 
verumontanum appeared normal. Both cords and 
testes were present and the latter had descended. 

Brain: Markedly oedematous. 

Miscellaneous: There was a deficiency of cartilage 
in the upper half of both ears. The adrenals were 
large and discoid in shape. 


Case 2, INFANT P 

The mother was a 29-year-old primipara who had 
no illnesses (including rubella) during the pregnancy. 
Oligohydramnios was not present and there were no 
amniotic adhesions. The infant, which was full-time, 
only lived for 1 hour 25 minutes. The birth-weight 
was 5 pounds 4 ounces; the length was 21 inches, and 
the circumference of the head was 13 inches. 

External appearances: The head showed marked 
moulding; the posterior fontanelle was not closed and 
the anterior was larger than normal. The facies was 
typical; only the right ear showed the “ flop ” tendency. 
Various deformities of the limbs were present: 
bilateral claw-hands, bilateral talipes calcaneo-varus, 
and a flexion deformity of both knees in which exten- 
sion was limited to 140°. 

Chest: The oesophagus, pleura, and larvnx were 
normal. The lungs were airless, except for small areas 
in the lower portions of the left upper lobe, and the 
middle lobe. Pericardium: numerous petechiae were 
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Case 2 Typical facies, viz., in- 
creased space between the eyes, 
prominent fold arising from the 
inner canthus and sweep.ng down- 
wards and outwards below the 
eves, flattening of the nose, exces- 
sive recession of the chin and the 
appearance of premature senility 


Fic. 2 
Case 2. Claw hands, flexion deformity 
of the knees and talipes calcaneo- 
varus. 
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Case 2. Postertor aspect of the abdominal and theraci viscera removed in toto 
showing the absence of the kidneys and renal vessels; note the large discoid 
adrenals 
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Case 2. Congenital type of coarcta 
tion of the aorta. 


Fic. 6 
Case 2. H. and E. section of the lung showing hypoplasia 
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Case 2 
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Meckel’s diverticulum 
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pA Case 1. Showing the absence of the kidneys and renal 
vessels; note the large discoid adrenals 
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present in the visceral and parietal components. 
Heart: weight 1 ounce; quadrilateral in shape. 
Valves: normal. Vessels: congenital type of 
coarctation of the aorta; the pulmonary artery and its 
branches were much enlarged and so too the ductus 
arteriosus. No renal arteries or veins were found. 

Abdomen: The peritoneum, stomach, and duodenum 
were normal. The bile ducts were patent. Intestines: 
a Meckel’s diverticulum 1 inch long was present 
approximately 30 inches from the ileo-caecal valve. 
The glands were normal. The spleen was congested. 
The liver was congested and multilobed. The 
pancreas was normal. The kidneys, right and left, 
were absent. 

Genito-urinary tract: No ureters were found. The 
bladder, which was minute, showed no trace of the 
trigone or ureteric orifices. The urethra and 
and verumontanum were normal. The testes and 
cords were present; the former had descended. 

The brain was congested. 

Miscellaneous: There was a deficiency of cartilage 
in the upper half of the right ear. The adrenals were 
both large and discoid in shape. 


SUMMARY 


Two male cases of bilateral renal agenesis are 
reported, of which one showed no other gross 
abnormality. 

It appears to us possible that a number of 
cases are missed by not coming to postmortem 
examination; that antemortem diagnosis, while 
of little value to the patient apart from prognosis, 
would assist the pathologist in his postmortem 
approach to the case. 

Birnbaum’s dictum that monsters and bi- 
lateral renal agenesis are invariably associated is 
untrue, for study of the case reports and our 
cases indicate that renal agenesis may be present 
in monsters, but a number of cases are reported 
in which no other gross abnormality has been 
found. Amolsch, Hinman, and Nation stress the 
importance of differentiating between complete 
agenesis and apparent absence of the permanent 
kidney, but if the aetiological concepts of 
Stockard, Arey, and Gruenwald (viz., retardation 
or acceleration of developmental rhythm with 
organ regression) are accepted, and they are by 
Hinman particularly, then metanephric vestiges 
may be found and use of the term agenesis is 
permissible. As far as present knowledge goes, 
Amolsch’s “ blighting factor” with retardation 
and perhaps regression, whether it be due to 
virus infection in early pregnancy or to other 
causes, is more acceptable as an aetiological 
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factor than the mechanics of oligohydramnios 
and adhesions. 

In neither of our cases is there any factor in 
the case history which suggests the cause of the 
anomaly. 


Since submitting our paper we have had a 
further case exhibiting the characteristic facies 
and, in addition, sympodia. 


Our thanks are due to Miss |. Bishop for 
permission to publish the cases and to Miss E. 
Mason for the photographs. 
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SURGICAL INDUCTION OF LABOUR 


A Survey 


The principles underlying ali mechanical methods 
of inducing labour are essentially crude but in the 
present state of cur ignorance as to the cause of the 
onset of labour, we have to rely on these crude methods 
in many cases.” 1929) 


ALTHOUGH great advances have been achieved 
in endocrinology during the last 20 years and 
our knowledge of uterine physiology has 
widened we remain ignorant as to the factors 
responsible for the natural onset of labour. 
Theories there are, but none of these provides 
us with a method of induction which, in all cases, 
imitates the natural onset of labour and gives 
the same satisfactory results. Artificial rupture 
of the membranes has proved satisfactory in 
most cases, but a definite group remains in which 
our methods leave much to be desired. During 
§ years as a member of the resident medical staff 
of the Royal Maternity Hospital, Belfast, the 
writer had the opportunity of observing a large 
number of cases before, during and after surgical 
induction of labour. The object of this com- 
munication is to discuss these cases and to indi- 
cate the group in which difficulties have been 
encountered 

During the years 1946 to 1950 there were 843 
consecutive cases in which surgical induction of 
labour was performed and of these 177 were per- 
formed personally. The incidence of induction 
was high, representing 9.9 per cent of all cases 
delivered in the hospital. Different centres have 
different problems with which to deal and pre- 
eclamptic toxaemia is a big problem in the prac- 
tice of this hospital, explaining the high inci- 
dence of induction of labour. The National 
Maternity Hospital, Dublin (1949), appears to 
accept the same indications for induction (see 
Table 1) and yet in 1948 this operation was per- 
formed in only 1.8 per cent of their cases. To a 
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questionnaire sent to its members by the Com- 
mittee of the Central Association of Obstetrics 
and Gynecology in the United States of America 
(1939) the replies showed an incidence of induc- 
tion amounting to 12.2 per cent, and Grier (1947) 
had an incidence of 14.2 per cent. However, 
induction for the convenience of patient and 
obstetrician looms large in American practice 
and for this reason the figures are not strictly 
comparable. Of the 843 cases in this series 468 
were primigravidae and the average age of the 
patients was 294 years. 


INDICATIONS FOR INDUCTION 


The indications are listed in Table I. They 
form a heterogeneous collection as is to be 
expected in such a series. Toxaemia of preg- 
nancy forms the largest group and of these 62 
per cent were booked cases. In the practice of 
the hospital all patients are admitted if the 
blood-pressure rises from a normal level to 
150/90 or if a trace of albumen is found in a 
catheter specimen of urine irrespective of the 


Taare I 


Indications for Induction 


Pre-eclamptic toxaemia 635 
Eclampsia 5 
Accidental haemorrhage 6l 
Hydramnios 28 
Placenta praevia 27 
Intra-uterine death of foetus 19 
Ery throblastosis 19 
Postmaturity 12 
Diabetes 10 
Convenience 10 
Miscellaneous conditions 7 
Wandering lie of foetus 6 
Chronic nephritis 3 
Disproportion I 
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blood-pressure. Labour is induced only if con- 
tinuation of pregnancy appears to carry an early 
risk of eclampsia or if the risk of intra-uterine 
death of the baby appears to outweigh the risk 
of neonatal death after induction. Pre-eclamptic 
toxaemia as an indication for induction ranks 
high in most maternity hospitals in the British 
Isles and in other countries. In Bristol in 62 per 
cent of cases where labour was induced the indi- 
cation was pre-eclamptic toxaemia (Smythe, 
1949) and in Melbourne (Saltau, 1944) the cor- 
responding percentage was 84.5. 

Antepartum haemorrhage was the indication 
in 10.4 per cent of the cases in this series. 
Twenty-five of the cases of placenta praevia were 
Type I (lateral) or Type II (marginal). The 
exceptions, both Type IV (central), required 
treatment because of severe haemorrhage before 
the 30th week of pregnancy. There were 61 
cases of accidental haemorrhage which were 
treated by induction of labour. During this 
5-year period there were 3 additional cases of 
accidental haemorrhage which are not included 
in the series. These were cases of massive con- 
cealed haemorrhage requiring treatment by 
Caesarean section. Although at operation in 
each case the uterine wall showed multiple 
ecchymoses it retracted satisfactorily and hyster- 
ectomy was not required. 

There were 28 cases of hydramnios for which 
labour was induced and, with one exception, all 
the babies were abnormal, anencephaly being 
the most common abnormality. 

Surgical induction of labour because of intra- 
uterine death of the foetus was far from routine 
practice. Medicinal induction, including the use 
of stilboestrol and quinine, was usually tried. If 
this failed many of the patients were sent home 
to await the spontaneous onset of labour. Al- 
though the majority of patients will await 
spontaneous delivery with equanimity some are 
psychologically unsuited and it is felt that there 
is a place for surgical induction in these selected 
cases. Nineteen cases were selected for surgical 
induction; laminayia tents were employed in 
each case and the patients were delivered with- 
out any of the complications attributed to this 
treatment. When intra-uterine death of the 
foetus provides the indication for induction of 
labour a prolonged latent interval is to be 
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expected, and occurred in 15 of the 19 cases. 
During this prolonged latent interval infection 
is a complication to be feared because the dead 
foetus provides an excellent pabulum for bac- 
terial growth. Laminaria tents are unpopular 
to-day but the writer considers that they provide 
the best method of induction when the baby is 
dead. Indeed they are also valuable whenever 
induction is indicated before the baby is viable 
and provide the best method of induction in 
cases of hydatidiform mole. Induction with 
laminaria tents has definite advantages and the 
quoted disadvantage of doubtful sterility of the 
tents has been overcome by modern methods of 
preparation. Tents are easy to insert under 
direct vision and are less likely to be accidentally 
contaminated during introduction than the more 
“unruly ” bougie and stomach tube. Secondly, 
they do not encroach on the lower uterine seg- 
ment so that the introduction of infection is more 
limited in extent and possible injury to the lower 
uterine segment is avoided. Lastly, though the 
method is slow it is also sure, and rupture of the 
membranes remains as a supplementary method 
of induction after the cervix has been softened, 
effaced, and partially dilated by the tents. 

It will be seen that diabetes and erythroblas- 
tosis are included among the indications for 
induction. The attitude towards both of these 
problems in this hospital has changed during the 
years under review. Caesarean section, rather 
than induction, is now favoured in cases of 
diabetes because the management of the patient’s 
metabolism is easier and the foetal results are 
better. Erythroblastosis has ceased to be an 
indication as the results obtained by Mollison 
et al., as yet unpublished, show that the foetal 
risk is, if anything, increased by premature 
induction. 

Postmaturity is a condition about which much 
has been written and little decided. In the first 
place, the diagnosis is uncertain, as emphasized 
by Wrigley (1946), and this uncertainty is accen- 
tuated in hospital practice because the patient is 
seen by different observers at various stages: 
during her pregnancy. Secondly, if pregnancy 
does in fact progress beyond the allotted span, 
is there an associated risk? Hosemann (1948), 
after investigating 11,000 cases, considered that 
there was a progressive increase in the foetal 
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mortality after the expected date of confinement. 
Clinical impressions certainly support his view, 
but a statistical survey of the cases admitted to 
this hospital proved so inconclusive as to be 
If there is an increased risk to the 
foetus it may be due to excessive growth with 
dystocia in labour or to anoxia resulting from 
placental insufficiency. These two possibilities, 
namely, excessive growth of the foetus and pla- 
cental insufficiency, appear mutually exclusive 
and, of the two, the second seems more probable. 
Thirdly, if a correct diagnosis is possible and an 
increased foetal risk is accepted, what is the best 
treatment? Many recommend a_ medicinal 
induction and hold that this is also a diagnostic 
test, failure to start in labour indicating that the 
diagnosis of postmaturity has been wrong. 
Arnold (1949) disagrees with this view and in 
the writer’s experience patients who are post- 
mature by all the recognized criteria will not 
necessarily respond to a medicinal induction. 
Surgical induction is recommended by many and 
the series of Fitzgibbon (1931), Paterson (1937), 
Maizels (1940), Holmes (1942), Roblee (1947), 
and Smythe (1949) include cases of induction for 
postmaturity. Personally one would prefer to 
leave these patients alone, making the proviso 
that Caesarean section for foetal distress in 
labour should be performed more readily than 
in the normal case. This view is based on the 
contention that placental insufficiency rather 
than dystocia is the risk likely to be associated 
with postmaturity. In the presence of placental 
insufficiency induction of labour may hasten the 
death of the foetus and cause a stillbirth which 
is additionally hard to explain to the patient 
because of the operative interference. The 12 
patients in this series showed neither dystocia 
nor foetal distress and it is debatable whether, in 
fact, induction was necessary. 

The convenience of the patient or obstetrician 
is a frequent indication in the United States of 
America, Plass and Seibert (1936) and Keettel, 
Diddle, and Plass (1940) reporting large series 
with good results. The attitude in this hospital 
is such that one was surprised to find 10 cases 
in which no other indication was apparent. In 
one of these cases induction was followed by a 
long latent interval, intra-uterine infection and 
death of the foetus. 


valueless. 


The miscellaneous group includes 2 patients 
with a history of intra-uterine death of the foetus 
in previous pregnancies, 3 with vomiting of late 
pregnancy, | with pyelitis, and finally an 
interesting case of subacute obstruction. This 
was a patient who developed signs of obstruction 
at the end of her pregnancy. A constricting 
band following a previous appendicectomy was 
suspected. When conservative measures failed 
to relieve the obstruction it was decided, on the 
advice of a surgical colleague, to try the effect 
of reducing the size of the uterus. After rupture 
of the membranes the symptoms were promptly 
relieved and, following a normal delivery, the 
patient made an uninterrupted recovery. At 
laparotomy 3 months later two bands attached 
to the right uterine cornu were divided. On 
reflection the risk of this treatment was con- 
siderable and the result fortunate. 

Six multiparous patients were induced be- 
cause of a recurrent transverse lie at term. Two 
subsequently required Caesarean section because 
of prolapse of the cord in labour, 2 had still- 
births, and the remaining 2 delivered themselves 
14 and 21 days after induction, causing con- 
tinuous anxiety until labour started. The un- 
satisfactory results show that this treatment is 
bad practice. 

Banister (1926) reported a series of 745 cases 
which were induced prematurely because of 
suspected disproportion. At a meeting of the 
Royal Society of Medicine (1931) most speakers 
were in favour of this procedure, but a subse- 
quent meeting (1936) showed a radical change 
of opinion. Smythe (1949) still advocates induc- 
tion in selected cases, but it is evident that his 
criteria of selection have changed. In 1937 61 
per cent of his inductions were for suspected 
disproportion, whereas in 1949 the incidence 
had been reduced to 14 per cent. Premature 
induction for disproportion is not favoured in 
this hospital, the single case (Table 1) being a 
multipara who had been induced previously in 
another hospital and who was determined to be 
induced again. The pendulum has probably 
swung too far and there may be a place for pre- 
mature induction in selected multiparae who 
have had difficult labours previously. If selec- 
tion is careful—and X-ray pelvimetry is of con- 
siderable value in this selection—some patients 
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might thus be saved a Caesarean section or even 
another unsuccessful trial of labour. 


CONDITION OF CERVIX 


Guttmacher and Douglas (1931) stressed the 
importance of the condition of the cervix in 
relation to the success of surgical induction of 
labour. A new phrase was coined and since then 
many references have been made to “ cervical 
ripeness”. Dieckmann and McCready (1947) 
go so far as to consider an unripe cervix as.a 
contra-indication to induction of labour. As an 
alternative they employ Caesarean section—in 
a series of patients with pre-eclamptic toxaemia 
they induced 21 per cent and performed Cae- 
sarean section in the same percentage of cases. 

In 96 per cent of the present series the records 
were sufficient to permit assessment of the 
cervical condition at induction. If the cervix 
was soft and either 2 fingers dilated or entirely 
effaced it was judged to be ripe. Using these 
criteria 80 per cent of cases had a ripe cervix. 
Parity had no influence on the state of the cervix, 
but the maturity at induction undoubtedly had. 
Before the 28th week of pregnancy the cervix 
was ripe in 25 per cent of cases and after 36 
weeks 83 per cent were ripe. 


METHOD OF INDUCTION 

The state of the cervix was the guiding factor 
in choosing the method of induction. Laminaria 
tents were employed in 19 cases where intra- 
uterine death of the foetus was the indication 
for induction and a balloon was used experi- 
mentally in 2 cases of pre-eclamptic toxaemia 
occurring early in pregnancy. Excluding these 
cases the choice rested between rupture of the 
membranes and the insertion of a bougie or 
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stomach tube into the lower uterine segment. 
Table II illustrates the methods of induction and 
correlates these with the state of the cervix and 
the latent interval after induction. In the whole 
series the latent interval was less than 24 hours 
in 70.8 per cent of cases, a figure which compares 
with that of Tennent (1938) and Lemmon (1948). 
The latent interval was 2 hours shorter in primi- 
gravidae than in multigravidae and the duration 
of the latent interval in primigravidae bore a 
consistent relationship to the state of the cervix 
at induction. In multigravidae this relationship 
was far from consistent and in fact the longest 
latent interval in the series (556 hours) occurred 
in a multipara with a ripe cervix. 

Practically all the inductions were performed 
under anaesthesia (cyclopropane and oxygen). 
Preparations and precautions were as for 
surgical operations. During vaginal examina- 
tion the cervix was stretched, the membranes 
were stripped round the internal os, and the 
method of induction was selected. If the method 
selected was rupture of the membranes, a vol- 
sellum forceps was used and at least a pint of 
liquor amnii was allowed to escape. Rupture 
of the hindwaters was frequent early in the 
series but, as the latent interval tended to be 
prolonged, the method became less popular. 
After rupture of the membranes the patient was 
given pitocin (2 units) intramuscularly at hourly 
intervals for 1 to 3 hours, the onset of contrac- 
tions being a contra-indication to further injec- 
tions. If the cervix was unripe, a bougie or 
stomach tube was favoured and the introduction 
was performed under direct vision. If labour 
had not commenced 48 hours later the tube was 
removed and the forewaters were ruptured. If 
the latent interval was unduly prolonged a 


Number Ripe ¢ervix Latent interval in excess of 24 hours 
Method of cases (per cent) (No. of dases) (per cent) 
Rupture of forewaters 529 93.8 90 17 
Rupture of hindwaters 202 82.3 78 38.6 
Jacques bougie 82 1 54 65.9 
Stomach tube 9 9 100 
Balloon 2 2 100 
Laminaria tents 19 18 79 
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medicinal induction was given but vaginal 
examination was eschewed owing to the risk of 
introducing infection 


COMPLICATIONS OF LATENT INTERVAL 


Cornell (1941) stresses the risk of prolapse of 
the cord after induction of labour and Rucker 
(1947), in a large series of cases, found that this 
complication was 5 time more common if the 
method of induction entailed the introduction of 
some appliance into the lower uterine segment. 
In this series cord prolapse occurred once after 
rupture of the membranes and 4 times after 
bougie induction. Mackie (1944) has drawn 
attention to the therapeutic value of rupture of 
the membranes in cases of pre-eclampsism. 
Although many of the cases of pre-eclamptic 
toxaemia in this series were severe it is Curious 
that the only 2 cases of eclampsia occurring after 
induction followed rupture of the membranes. 
here is a risk of intra-uterine death of the foetus 
after induction and this occurred on 36 occa- 
sions. Ten foetal deaths followed the accidental 
haemorrhage for which induction was_ per- 
formed, 2 followed intra-uterine infection, and 
in the remainder the cause was uncertain 
Further complications necessitated Caesarean 
section and reference will be made to these cases 
later 


COURSE OF LABOUR 


Fasiman (1938) stated “all agree that the 
average length of labour is shortened by 50 per 
cent after artificial rupture of the membranes ”. 
Though true of multigravidae in this series one 
could not agree that labour was shortened in 
primigravidae. The average duration of labour 
in primigravidae after rupture of the membranes 
was 16 hours and | in § primigravidae had a 
labour lasting more than 24 hours 


Ill 
Indications for Caesarean Section 

Disproportion 9 
Excessive latent interval 
Uterine imertia 7 
Foetal! distress (prolapse of cord 

Antepartum haemorrhage 4 
Rupture of uterus I* 


* Hysterectomy performed in this case 


There were 590 normal deliveries, 176 forceps 
deliveries and 87 breech deliveries. Thirty-four 
patients were delivered abdominally (1 hysterec- 
tomy, 3 classical Caesarean sections, and 30 
lower segment operations). The indications for 
these operations are shown in Table III. 


INDICATIONS FOR CAESAREAN SECTION 
AFTER INDUCTION 

Disproportion accounted for 9 cases. In some 
of these the induction was an error of judgment 
and in others a short trial of labour was pre- 
ferred to an elective Caesarean section. In cases 
where the latent interval was prolonged, the 
average duration was 134 hours; in each in- 
creasing pre-eclamptic toxaemia played a major 
part in the decision to perform a section. The 
average duration of labour in the 7 cases of 
uterine inertia was 49 hours and it is possible 
that induction played a part in producing the 
inertia. In 5 cases foetal distress provided the 
indication for section, and in 4 of these the baby 
survived. Antepartum haemorrhage continued 
in 4 cases after rupture of the membranes and 
was of sufficient severity to necessitate im- 
mediate delivery by section. In each case the 
antepartum haemorrhage was due to a posterior 
placenta praevia (Type I]). After rupture of the 
membranes the foetal head failed to descend into 
the pelvis and thus failed to exert adequate pres- 
sure on the separated portion of placenta. Six 
of the 34 patients developed a notifiable pyrexia 
after delivery and 2 patients died (reference will 
be made to these 2 cases in a later section). 


MATERNAL MORBIDITY 


Ihis varies considerably in reported series, 
McCord (1939) having an incidence of 14.6 per 
cent among coloured patients and Maizels (1940) 
having the low incidence of 3.4 per cent. In this 
series 7 per cent had a notifiable pyrexia, 4.1 per 
cent having an infection of the genital tract. 
This is approximately double the incidence for 
all cases delivered in the hospital. Hill (1944) 
found that infection was more frequent after 
bougie induction, the liquor amnii containing 
bacteria in every case if the latent interval 
exceeded 24 hours. In this series infection was 
uncommon after rupture of the membranes and, 
with one exception, a prolonged labour was the 
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probable cause of the infection rather than the 
induction. On the other hand, infection was 
frequent when other methods of induction were 
employed and prolongation of the latent interval 
was a constant finding in the infected cases. 


MATERNAL MORTALITY 

There were 5 maternal deaths, an incidence 
of 0.59 per cent. Three could not be attributed 
to induction, being due to lower nephron neph- 
rosis (2) and bilateral cortical necrosis (1). Of 
the remaining 2, | was directly attributable to 
induction and the other probably was. The 
further details of these 2 cases were as follows: 


The first, a multigravida, developed pre-eclampsism 
during the 28th week of pregnancy. As the cervix 
was unripe bougies were used for induction. Forty- 
eight hours later some difficulty was experienced in 
removing the bougies. After rupture of the mem- 
branes pitocin was given without causing demonstrable 
contractions. The following evening there was 
evidence of intra-uterine infection and chemotherapy 
was commenced. The following day, 4 days after the 
induction, the patient became extremely ill and all 
the signs pointed to a gross infection. Hysterectomy 
(Porro) was undertaken but on opening the abdomen 
a complete rupture of the lower uterine segment was 
discovered. The opening was situated anteriorly and 
the foetus, which had been dead a few hours, was 
partly extruded into the peritoneal cavity. Subtotal 
hysterectomy was performed. The patient developed 
a paralytic ileus and died one week after operation. 
Careful enquiry after this catastrophe failed to deter- 
mine with certainty why rupture of the uterus 
occurred. Injury to the lower uterine segment during 
introduction or removal of the bougies may have 
been responsible. Alternatively, pressure ischaemia of 
the area of uterus which was in contact with the 
bougie may have occurred, rupture following the 
administration of pitocin. As the death of the foetus 
corresponded with sudden deterioration in the 
patient’s condition 4 days after induction it seems 
probable that extension of a small rupture occurred 
at this time. Pee! (1936) mentions rupture of the 
uterus as a complication of bougie induction, but 
Morton (1929) gives the only description of a case 
which the writer has been able to find. 

The second patient, an elderly primigravida, also 
had a bougie induction because of moderate pre- 
eclamptic toxaemia at term. Foetal distress occurred 
after rupture of the membranes 48 hours later and a 
lower segment Caesarean section was performed. 
Four days after operation the patient developed 
haemolytic anaemia and anuria. She died on the 
following day. Although bacteriological and post- 
mortem findings were inconclusive the clinical appear- 
ance suggested a fulminant puerperal sepsis. 


FOrETAL MORTALITY 


There were 45 twins in the series and 178 
foetal deaths as shown in Table IV. The gross 
foetal loss was 20.05 per cent, of which 75 per 
cent were stillbirths or miscarriages. Lemmon 
(1948) reports a foetal loss of 19.95 per cent in 
a series where rupture of the membranes was the 
only method of induction, and Mackie (1944) 
reports a foetal loss of 37.2 per cent following 
bougie induction. To estimate the risk of induc- 
tion to the baby 81 cases should be excluded. 
Twenty-seven babies were dead before induction, 
12 were of less than 28 weeks maturity, and 42 
had an abnormality incompatible with life. The 
revised foetal loss was 11.9 per cent; among these 
babies prematurity was a frequent finding, 23 
weighing less than 3 pounds and 52 weighing 
less than 54 pounds. 


TABLE IV 
Foetal Mortality 
Number of viable births 876 
Stillbirths 123 
Neonatal deaths 43 
Miscarriages 12 


ADDISIONAL CASES 


Brief reference should be made to 57 addi- 
tional cases delivered in the hospital during the 
5 years under review and not included in this 
series. These were cases in which induction of 
labour was contemplated but for various reasons 
an elective Caesarean section was preferred. 
Borderline disproportion, breech presentation, 
fulminant pre-eclamptic toxaemia, and a cervix 
unsuitable for induction were among the reasons 
for preferring section. A combination of several 
factors was usually present and the age of the 
patient also influenced the choice. Hysterotomy 
was performed in 11 cases, a classical Caesarean 
section in 15, and a lower segment operation in 
31. Pre-eclamptic toxaemia or chronic neph- 
ritis provided the indication for operation in 54 
cases. Massive concealed accidental haemor- 
rhage was the reason for the other 3 operations. 
When the total foetal loss has been corrected as 
in the main series 18.6 per cent of the babies 
died, a figure which compares unfavourably 
with that following induction of labour (11.9 per 
cent). 
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DISCUSSION 

Rupture of the membranes is one of the oldest 
methods of induction. After a striking popu- 
larity during the 18th century the method fell 
into disrepute and bougie induction became the 
method of choice. It is only during the last 
20 years that rupture of the membranes has re- 
gained its former popularity. It was the 
favourite method of induction in this series. 

[he uterus undergoes certain changes in pre- 
paration for the onset of labour and one feels 
justified in concluding that ripening of the cervix 
is the outward manifestation of these changes. 
When the cervix is ripe rupture of the mem- 
branes provides a satisfactory imitation of the 
natural onset of labour and no other method of 
induction need be considered, irrespective of the 
period in pregnancy at which induction 1s 
required 

If the cervix is unripe one concludes that the 
uterus is not primed for the onset of labour and 
is loath to respond to the stimulus provided by 
any method of induction. This is the type of 
cuse which has proved to be difficult to induce 
successfully Before the 28th week of preg- 
nancy laminaria tents provide the method of 
choice and the writer considers that abdominal 
hysterotomy should be reserved for rare cases in 
which fulminant pre-eclamptic toxaemia pre- 
cludes such a slow method of induction. After 
the 2&th week of pregnancy several methods of 
induction are available and the best method ts 
controversial 

Rupture of the membranes in such cases may 
be followed by a long latent interval. A _ pro- 
longed latent interval is said to increase the risk 
of sepsis but, with the avoidance of vaginal 
examinations, sepsis was not a complication in 
such cases in this series. Intra-uterine death of 
the foetus was common, however, and occurred 
in 25 per cent of the cases in which the latent 
interval exceeded 72 hours after rupture of the 
membranes. The fdetal deaths were probably 
due to placental insufficiency. As the liquor 
amnii continues to drain away the placental site 
must suffer a considerable reduction in size and 
this may disturb the placental circulation. 

To avoid a long latent interval and the asso- 
ciated risk of foetal death, induction by bougie 
or stomach tube was frequently employed in this 
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serics when the cervix was unripe (see Table I). 
Iwo maternal! deaths followed bougie induction, 
sepsis was common, and the foetal mortality did 
not show the expected reduction. These results 
undoubtedly condemn induction by bougie or 
stomach tube and suggest that these methods 
should be discontinued. 

What is the alternative’? Some obstetricians 
would advise elective Caesarean section. The 
writer is opposed to elective Caesarean section 
unless there is some additional complication. 
Rupture of the membranes has not proved a 
serious maternal risk in this series and one feels 
that this should first be tried. A considerable 
number of unpromising cases will start quickly 
in labour and cause no anxiety. As it is impos- 
sible to differentiate these from the other un- 
promising cases at induction some unnecessary 
sections will thus be avoided. If labour has not 
commenced after 72 hours the case should be 
reviewed. In two groups of cases Caesarean 
section should be performed and in the re- 
mainder the onset of labour should be awaited, 
irrespective of how long this is delayed. In the 
first group of cases a serious increase in the 
severity of the pre-eclamptic toxaemia after 
induction will provide the indication for section. 
In the second group operation should be 
favoured because of the foetal risk involved in 
further prolongation of the latent interval. 
Naturally this foetal risk should only be con- 
sidered in cases where the baby is of reasonable 
maturity (35-40 weeks). Towards the end of 
pregnancy difficult inductions become increa- 
singly rare because the state of the cervix is 
influenced by the maturity. This being the case, 
the second group of patients would not be large, 
and wholesale Caesarean section would not be 
the outcome if this policy were adopted. 

It may be argued that the risk of Caesarean 
section after rupture of the membranes is too 
serious to justify such a policy. For various 
reasons 31 patients in this series had a Caesarean 
section after rupture of the membranes. There 
were no serious complications in these cases and 
one feels that the risks have been over- 
emphasized 
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PREGNANCY COMPLICATED BY CONGENITAL POLYCYSTIC 
DISEASE OF THE KIDNEYS 


BY 
NorRMAN Morris, M.D., M.R.C.0.G. 


Senior Registrar, Department of Obstetrics and Gynaecology 


ALTHOUGH congenital polycystic disease of the 
kidneys is not of extreme rarity, relatively few 
cases of pregnancy associated with this con- 
dition seem to be on record. The reason for this 
is not altogether clear since the polycystic 
kidney is most frequently detected during the 
child-bearing period. It therefore seems prob- 
able that in many instances the diagnosis is 
missed and wrongly thought to be hyperemesis 
gravidarum, acute pyelitis, chronic hypertension 
or pre-eclamptic toxaemia. For these reasons 
the following report of several cases and review 
of the literature may prove of value 


Case No. 1. A primigravida, aged 27 years, had her 
last monthly period on 2Ist August, 1950. The 
estimated date of delivery was 28th May, 1951. She 
was known to have polycystic disease of both kidneys 
and, when after 17 months of marriage, she became 
pregnant her own practitioner requested admission to 
hospital in view of a sustained level of hypertension 
which had ranged between 180-190/110, unassociated 
with albuminuria. She was therefore admitted on 10th 
March, 1951, being then some 29 weeks pregnant 

Family history. Her mother, aged 58, suffered from 
mild hypertension but was otherwise healthy There 
was no evidence that this was associated with poly- 
cystic disease. Her father died, at the age of 46, 
following some form of abdominal injury Our 
attempts to discover the cause of death were not 
successful. She had a brother, aged 33, who was alive 
and well, and one sister aged 32 who also had poly- 
cystic disease of the kidneys. 

Previous medical history The patient had had 
chicken pox, measles, and rubella as a child, and an 
appendicectomy in 1942. A tonsillectomy in 1942 
followed recurrent attacks of tonsillitis. She suffered 
from infective hepatitis in 1943 A left maxillary 
sinusitis was treated by antral washouts in 1946. Chest 
X-rays in 1942, 1946, and 1950 were negative. In 1947 
she developed headaches and was found to have a 
mild hypertension (160/100). In 1948 she was further 
investigated for headaches and hypertension, and 
polycy stic disease of the kidnevs was diagnosed. Since 
that time she had suffered from occasional headaches 
and tended to become tired rather casils 
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Menstrual history. The menarche was at 15, the 
cycle being 28-35 days and the loss average, with mild 
first-day dysmenorrhoea. 

Obstetric history. Nil. 

History of present pregnancy. The last monthly 
period began on 2Ist August, 1950. There was no 
subsequent bleeding, and no nausea or vomiting at 
any tme. At 10 weeks she visited her own doctor, who 
advised a low protein diet in view of the hypertension. 
No other symptoms occurred apart from occasional 
headaches, which were not severe. Her micturition 
had been quite normal and bowel action regular. Her 
vision was normal. 

Condition on admission [he temperature was 
98.6°F., the pulse 105 and respirations 20. The 
general condition was satisfactory. The tongue and 
throat were normal. The mucous membranes were 
well coloured. The discs were normal. The respira- 
tory system was normal and the cardiovascular system 
normal apart from a blood-pressure of 170/110. The 
liver and spleen were not palpable. Both kidneys were 
just palpated, but the surface contour was difficult to 
define There was no_ tenderness. The uterine 
fundus was at the height of a 30-weeks pregnancy with 
the breech presenting, and the foetal heart was heard. 
No oedema was detected. 

Investigations Group A Rh-positive. The Was- 
sermann reaction and Kahn were negative. Haemo- 
globin was 79 per cent. The red blood count was 3.7 
million per c.mm. In a catheter specimen of the urine 
no casts, organisms, red blood cells, or pus cells were 
seen. Culture yielded no growth. The blood urea 
was 13 mg. per cent. Total plasma proteins were 
6.0 g. per cent. Urea clearance: average 165 per cent 
normal! function. Intravenous pyelogram (taken 
before pregnancy): “ The renal shadows on both sides 
are considerably larger than normal. On the left side 
the calyces are elongated and somewhat spindle- 
shaped. On the right side there is slight hydro- 
nephrosis and only minimal distortion of the calyces. 
These changes suggest the presence of bilateral poly- 
cystic disease of the kidneys * (Fig. 2) 

Treatment and subsequent progress. Complete bed 
rest was instituted, the blood-pressure recorded every 
4 hours, and fluid intake and output recorded. A 
normal diet was allowed. No regular sedatives were 
given except Sod. Amvytal, gr. 3, at nights as required. 
Under this régime the blood-pressure settled to a level 
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varying between 140-155/ 100-110 but with occasional 
peaking to levels of 165-170/110-115. The complete 
record of the blood-pressure is illustrated in Fig. 1. 
For the next 4 weeks the patient’s condition remained 
more or less stationary apart from a mild attack of 
gingivitis which responded to dental treatment. No 
further symptoms or signs developed and no albumen 
was at any time detected in the urine. Mild attacks 
of headache persisted. Short periods out of bed 
produced no ill effect. From 4th April onwards, how- 
ever, the general level of hypertension tended to fall, 
although still showing occasional peaks of 160/110. 
From 15th April, for a period of some 3 weeks, it 
subsided to relatively normal levels of 125-135 /90—100, 
although occasional elevations to 150/110. still 
occurred. The pregnancy continued uneventfully, the 
foetus steadily increased in size, and spontaneous 
version to vertex occurred. 

From 6th May onwards, however, the blood-pres- 
sure level again began to rise. Clinically the foetus 
appeared of reasonable maturity and this. was con- 
firmed by X-ray evidence of the presence of knee- 
joint epiphyses. The patient’s condition was other- 
wise unchanged. In view of the deterioration, as 
evidenced by increasing hypertension, it was con- 
sidered wise to terminate pregnancy at this time. 

A lower segment Caesarean section was therefore 
performed on 10th May and a healthy male infant 
delivered, weighing 7 pounds 9 ounces. Following 
operation the patient’s condition was very satisfactory 
except that the blood-pressure again rose to figures 
varying between 160-180/110-120 with occasional 
peaks to 190/130. This did not reflect itself, however, 
in any change in the patient’s general condition. 

From 18th May onwards steady improvement 
occurred and by 21st May the level had returned to 
140_150/110. The postoperative course was unevent- 
ful. Breast feeding was easily established. No 
albumen was detected in the urine at any time and the 
blood-pressure on discharge was 140/110. An inulin 
clearance test on 25th May gave an average figure of 
115 ml. plasma filtered per minute (a result well within 
normal limits). The infant’s condition remained satis- 
factory throughout. Neither kidney could be pal- 
pated. 

At subsequent follow-up on 17th October, 1951 (23 
weeks postpartum) the patient felt very well and her 
only symptoms were very occasional headaches. The 
blood-pressure was 170/120 and urine examination was 
normal. Both kidneys were easily palpable and, in the 
opinion of her own practitioner, larger than before 
the pregnancy. 


Case No. 2 was a primigravida, aged 28, and sister 
of patient described in Case No. 1. The full details 
of this pregnancy are not available but the salient 
features are described. 

In 1946 the patient became pregnant for the first 
time. During the course of pregnancy she suffered 
from recurrent attacks of pyelitis which, however, soon 
responded to treatment with sulphonamides. Her 
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blood-pressure throughout remained around 130-140 
80 84 and no albumen was detected in the urine at 
any ume. A twin pregnancy was diagnosed. During 
the 38th week of the pregnancy her blood-pressure 
rose to 150/90 and she developed considerable oedema 
of the ankles. A surgica! induction of labour was per 
formed and after a 1|54-hour jabour the twins were 
delivered, weighing 6 pounds 12 ounces and 5 pounds 
4 ounces respectively. The patient’s puerperium was 
uneventful and both infants were healthy. In view of 
the recurrent attacks of pyelitis the urinary tract was 
subsequently further investigated and bilateral poly 
cystic disease of the kidneys detected 

The patient is still alive and well but has, apparently, 
been under observation recently because of hyper- 
tension. In December 19451 she became pregnant for 
the second time, but had a spontaneous abortion at 
14-16 week Efforts to obtain a precise account of 
her present medical condition have failed as she is no 
longer in this countrys 


Case No. 3 was a primigravida, aged 29. As the 
clinical history of this case is somewhat extensive only 
the main features are described 

The patient was first seen on 19th October, 1937, 
when she was admitted to hospital for the investigation 
of persistent vomiting, being then some 8 weeks preg 
nant. She had been quite healthy and symptom-free 
until some 3 weeks before admission, when the vomit- 
ing first commenced. General examination suggested 
that she was somewhat dehydrated. On palpation both 
kidneys appeared enlarged and the surface of the right 
kidney was markedly irregular. She had no other 
symptoms referable to the urinary tract, however, apart 
from the vomiting. Her blood-pressure was 115/70 
Rectal glucose saline was administered together with 
glucose drinks, and the vomiting rapidly subsided. A 
catheter specimen of urine, however, revealed a profuse 
growth of Bacterium coli. The blood urea was 25 mg 
per cent and an intravenous pyelogram confirmed the 
presence of bilateral polycystic disease of the kidneys 

On 2nd November, the patient developed a severe 
pain in the right renal area and a recurrence of the 
vomiting. Examination revealed marked tenderness 
and guarding in the region of the right kidney. A 
course of Prontosi! together with Mist. Pot. Cit. was 
given but littl or no improvement was obtained 
Ureteric catheterization of the pelvis of the right 
kidney, together with | per cent mercurochrome wash 
outs, also produced little obvious improvement 

In view, therefore, of the resistant acute pyelo 
nephritis, associated with persistent vomiting it was 
decided to terminate the pregnancy. An abdominal 
hysterotomy was performed on 19th November. Post- 
operative convalescence was very satisfactory and the 
right kidney slowly became less tender and painful 
The patient subsequently remained in hospital for 
genito-urinary investigation The blood urea now 
showed a level of 35 mg. per cent. A catheter specimen 
of urine contained numerous pus cells and culture 
vielded a profuse growth of Bact. coli. An ascending 
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pyelogram showed long spindly calyces compatible 
with polycystic disease. On |ith January the pain 
and tenderness around the right kidney again recurred 
and on 15th January the right kidney was explored. 
Numerous small cysts on the renal surface were 
punctured and clear fluid escaped. A large cyst on the 
anterior surface,when punctured, liberated a great deal 
of pus. The renal area was drained and the patient's 
subsequent convalescence was very satisfactory. She 
was discharged on 12th February, 1938. A urea 
clearance test gave an average result of 58 per cent 
normal function. 

The patient was next seen on 15th January, 1940, 
when she was admitted to hospital, being again some 
8 weeks pregnant and having experienced persistent 
vomiting for 3 weeks, associated with recent severe 
pain in the right loin. During the 2-year interval she 
had apparently been quite symptom-free. Examination 
revealed a pyrexia of 102°F. and marked tenderness 
and guarding around the right kidney. Her blood- 
pressure was 145/86 and Bact. coli was again cultured 
in the urine. Blood urea estimation was 35 mg. per 
cent and an intravenous pyelogram showed no marked 
changes in renal pattern from those previously seen in 
1937. Treatment with Prontosil produced a tempor- 
ary improvement and she was discharged on 2nd 
February. On 13th February, however, re-admission 
was again necessary in view of a recurrence of the 
vomiting. There was now no renal tenderness but 
pus and Bact. coli persisted in the urine. In spite 
of rest, sedation, and a further course of Prontosil, the 
vomiting persisted and she steadily lost weight. The 
pregnancy was therefore terminated on Ist March by 
abdominal hysterectomy, sterilization also being per- 
formed. Convalescence was relatively uneventful 
and she was discharged on 27th March. A urea 
clearance test gave an average result of 66 per cent 
normal function. 

Subsequently the patient remained quite well until 
February 1942, when she was again admitted with an 
acute right-sided pyelonephritis which responded 
satisfactorily to M. & B. 693. The blood urea at this 
time was 30 mg. per cent. 

In December 1943 a left-sided acute pyelonephritis 
developed and, following a further course of sul- 
phonamides, the left kidney was explored and several 
cysts containing pus were evacuated. On this occasion 
her blood urea was raised to 60 mg. per cent and she 
had a hypertension of 160/100. 

The last admission to hospital was in September 
1945, when a severe right-sided pyelonephritis had 
again developed. She had lost weight and was 
obviously anaemic and cachectic. The right kidney 
was again explored and pus evacuated from several 
cysts. From this operation there was a stormy con- 
valescence and her blood urea ranged between 200- 
300 mg. per cent Her blood-pressure was now 
160-200 / 100-105. 

Although she recovered sufficiently to be discharged 
to a convalescent home her prognosis was obviously 
very poor 
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Intravenous pyelogram in Case 1, showing enlargement of renal shadows 
together with distortion of calyces. There is also a mild degree of hydro- 
nephrosis on both sides. 
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It has not been possible, however, to trace any 
further record since this time. 


Case No. 4, a primigravida, aged 17 \ ears, was first 
seen in the antenatal! clinic on 13th December, 1950, 
being then some 20 weeks pregnant and having been 
referred because of hypertension and albuminuria. 
Her last monthly period had been on 28th July, 1950, 
hence her estimated date of delivery was given as 4th 
May, 1951. The family history was not significant 

Previous medical history. She had scarlet fever as 
achild. She was investigated in 1948 for an attack of 
“ basal cystitis.” The intravenous pyelogram suggested 
right hydronephrosis, but the ascending pyelogram 
showed no abnormality. 

History of present pregnancy. No symptoms had 
been noticed apart from a tendency to become tired 
rather easily and occasional attacks of backache. 

Condition on admission (16th December, 1950). 
The patient was apyrexial and there was no clinical 
evidence of anaemia. The discs appeared normal, as 
did the respiratory and cardiovascular systems. Her 
blood-pressure was 150/90 but no oedema was 
detected. Abdominal examination revealed uterine 
enlargement consistent with a gestation of 22 weeks 
duration. Urine examination showed the presence 
of a heavy cloud of albumen. 

Investigations. The haemoglobin was 72 per cent, 
the red blood count 3.22 million per c.mm. The white 
blood count was 9.000 per c.mm. The blood urea was 
SO mg. per cent. 

The standard urea clearance was 27.7 per cent 
average normal. Water concentration test: specific 
gravity 1006. Water dilution test: specific gravity 
1006. Plasma proteins: total 5.0 g; albumen 3.6 g.; 
globulin 1.4 g. Plasma cholesterol: 250 mg. per cent. 
Serial catheter specimens of urine revealed the 
presence of albumen but no casts were seen in any 
specimen. Intravenous pyelogram: “ Vague sugges- 
tion of excretion from right kidney, but nothing 
definite. Bladder outline more marked after 14 hours 
but considerable delay in excretion and concentration 
of dye.” X-ray of chest: nermal. 

Subsequent progress. The patient was kept at rest 
in bed and given a normal diet. Under this régime 
the blood-pressure settled to levels between 130—140/ 
90. No symptoms developed, but the patient showed 
evidence of further renal damage by an increasing 
amount of albumen ,in the urine and a steady rise in 
the blood urea. Repeat estimations showed levels of 
52, 50, 54, 83, and 95 mg. per cent respectively. The 
urea clearance test, repeated on 18th January, gave a 
standard clearance of only 25 per cent average normal. 
The haemoglobin level had also fallen to §2 per cent. 

It was therefore decided to terminate the pregnancy 
and this was performed on 22nd January, 1951, by 
abdominal hysterectomy, sterilization being performed 
at the same time. At operation both kidneys were 
palpated. The right kidney appeared of normal size 
but the left kidney was considerably enlarged by 
several cysts of varying size. 
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The patient's convalescence was uneventful and she 
was ultimately discharged on 10th February. At 
subsequent follow-up in August 1951 the patient was 
still free from symptoms but her blood-pressure was 
150/100 and a large amount of albumen was present 
in the urine. The blood urea was 95 mg. per cent. 


Case No. 5. This patient, aged 56, was admitted 
to the medical unit for investigation of haematuria 
in July 1941. She had 2 children, aged 32 and 33, 
both alive and well. Subsequent investigation revealed 
bilateral polycystic disease of both kidneys with 
considerable impairment of renal function. Both her 
pregnancies, however, had apparently been quite 
uneventful. 


Case No. 6. The patient, aged 56, first attended 
the gynaecological outpatient department in February 
1945 because of vaginal prolapse. Abdominal exam- 
ination, however, revealed the presence of a large 
irregular cystic tumour arising in the region of the 
left kidney. When admitted to hospital subsequent 
investigation of the tumour was somewhat inconclu- 
sive and the left kidney was ultimately removed. 
Histological examination demonstrated the presence 
of several cysts with little or no residual healthy renal 
tissue present. These changes were considered 
typical of congenital polycystic disease. 

This patient gave a history of 7 full-time normal 
deliveries and 2 miscarriages, the last confinement 
being some 18 years previously. 


DISCUSSION 

Inheritance. The familial assocation of this 
condition has long been known, and from the 
work of Fergusson (1949) it appears that in 
nearly every case of the adult type of disease it 
is inherited as a Mendelian dominant. The 
“ solitary ” cases he had were all in families 
which he was unable to investigate. It is inter- 
esting that the infantile type of disease does not 
occur in these families and appears to be of 
different aetiology. Unfortunately in the series 
of cases here described it has not been possible 
to demonstrate this familial association as, for 
varying reasons, the family history couhi not 
be fully investigated. In a woman affected by 
polycystic disease there is a 50 per cent chance 
that her offspring will be affected by a similar 
condition. Whether the child is affected cannot 
be determined until a satisfactory pyelogram is 
obtained. The youngest age at which Fergus- 
son (1951) has been able to detect an abnormal 
pyelogram in these children is 11 years. This 
particular case was extremely interesting, since 
an intravenous pyelogram in April appeared 
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normal, but when repeated in November 195! 
there were quite definite changes in the renal 
pattern, characteristic of polycystic disease. 
This finding suggests that a normal pyelogram 
during childhood does not exclude the later 
development of polycystic disease. 

From these observations there would there- 
fore appear to be little justification for terminat- 
ing the pregnancy on the grounds that the infant 
might also be affected. 

Diagnosis. In general the diagnosis of poly- 
cystic disease complicating pregnancy differs 
little from that in the non-pregnant woman. The 
majority of symptoms are related to renal 
insufficiency and resemble those of chronic 
glomerulo-nephritis, namely loss of appetite, 
nausea, vomiting, constipation, diarrhoea, and 
headache. Haematuria may also occur. Fre- 
quently the patient is relatively free from 
symptoms, as demonstrated in Cases | and 4, 
even though in the latter instance there was 
considerable impairment of renal function. 
Hyperiension is usually present, but the degree 
varies considerably and, again, does not indicate 
the extent of renal involvement. 

Recurrent pyelitis, or severe pyelonephritis 
which proves resistant to treatment, is a frequent 
initial mode of presentation during pregnancy. 
Findley (1947) and Jahier (1938) have described 
similar cases to that presented above. Possibly 
a thorough investigation of severe cases of preg- 
nancy pyelitis would reveal a more frequent 
association with underlying polycystic disease. 

Frequently it is possible to detect enlargement 
of the kidneys, with their markedly irregular 
contour, before other symptoms and signs have 
developed. Whilst this may be relatively easy 
during early pregnancy, these signs may be 
easily masked as the uterus enlarges. Albu- 
minuria, if present during the early months of 
pregnancy, on the whole tends to indicate ex- 
tensive renal involvement. Ocedema is also an 
inconstant finding and is seldom very marked. 
If hypertension has persisted for some time 
cardiac hypertrophy may be present. Retinal 
changes are frequently absent and the only 
abnormality detected is arteriolar constriction. 
A straight X-ray of the abdomen will usually 
jemonstrate enlargement of the renal shadows. 
An intravenous pyelogram will show distortion 
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of the renal calyces, where these are com- 
pressed and stretched by the neighbouring cysts, 
giving them a typical elongated spindle-shaped 
appearance. Some degree of hydronephrosis 
may also be present and this will be further 
exaggerated during pregnancy. When renal 
function is poor a retrograde pyelogram may be 
required to demonstrate these characteristic 
changes. Renal function tests will demonstrate 
the extent to which renal function is impaired. 
Demonstration of cystic disease in one kidney 
does not mean that this is the only one that is 
affected since a calculus may mask underlying 
disease in the other kidney. According to Bell 
(1950) unilateral polycystic disease does occur 
but is relatively uncommon, being present in 
only 8 per cent of cases. (Case 6 appears to fall 
into this category.) 

Polycystic renal disease is also sometimes 
associated with cystic disease of the liver and 
sometimes of the pancreas. It may also be 
associated with other anomalies of the renal tract 
such as duplication of the pelvis and ureters. 


The effect of pregnancy on the clinical picture 


According to Bell (1950) pregnancy tends to 
intensify the degree of pre-existing symptoms 
and signs. In other instances these are dis- 
covered for the first time during pregnancy. 
Blatt (1927) and Sieber (1905) describe 3 such 
cases. Clearly the clinical course during preg- 
nancy is closely related to the extent to which 
the kidney has been damaged. If renal function 
is already border-line the added stress of preg- 
nancy may readily precipitate renal insufficiency. 
The development of pyelonephritis with wide- 
spread infection within the cysts has frequently 
proved a grave complication, even though this 
occurred for the first time during pregnancy. 
Termination of pregnancy has therefore often 
been required in this type of case, as demon- 
strated in Case 4 of our series, and also in those 
reported by Findley and Jahier. 

The degree of hypertension tends to increase, 
particularly during the later months when 
pre-eclampsia may also supervene. The exacer- 
bation in symptoms and signs which has oc- 
curred during pregnancy is usually followed by 
a remission, of varying duration, after con- 
finement. 


o 

4 
q 
| 
| 
| 
ie 
: 
| 


CONGENITAL POLYCYSTIC DISEASE OF THE KIDNEYS 827 


In Case 1, however, the puerperium was 
complicated by a temporary increased degree of 
hypertension. During this period there is again 
considerable risk of urinary tract infection and 
pyelonephritis may develop. Besides the 2 cases 
described above, there are many reports of 
women who have had several pregnancies and 
yet have not manifested symptoms of polycystic 
disease until much later in life. Bell (1950) 
records a patient with 14 children who first 
developed symptoms at the age of 66. 
Podgurski (1930) also described a woman who 
had 13 pregnancies and yet the first symptom 
occurred at the age of 61. A similar case was 
also described by Wagner (1886). It would, 
therefore, appear that pregnancy does not 
accelerate the rate of cyst formation. 


The effect of polycystic disease on pregnancy 

Although it is impossible to give a precise 
account of the effect of polycystic disease upon 
pregnancy, since so few cases have been re- 
corded, it is possible to form certain general 
impressions from the reports available. 

If renal function is poor it is to be anticipated 
that, as with chronic nephritis, fertility will be 
seriously affected. This may also account for 
the relative scarcity of case reports. If con- 
ception does occur the likelihood of abortion 
should similarly be increased. Fulconis (1936), 
however, records a case which progressed satis- 
factorily until 28 weeks and then spontaneously 
aborted even though only mild hypertension was 
present and renal function appeared satisfactory. 

During the later months, when the hyper- 
tension tends to worsen and when also pre- 
eclampsia may be superimposed, there is con- 
siderable risk of intra-uterine foetal death. It is 
also to be anticipated that there is an increased 
risk of accidental haemorrhage. If renal func- 
tion is poor, or if considerable hypertension has 
existed throughout pregnancy, the placenta may 
be extensively infarcted and the foetus small. 

Management. The decision as to whether 
the pregnancy will be allowed to continue 
depends almost entirely, as with chronic 
nephritis, on the extent to which renal function 
has been affected. All cases are therefore best 
admitted to hospital for through investigation, 
however mild the symptoms. Case 4 demon- 


strates that, even though no symptoms are 
present, renal function may be seriously 
affected. Furthermore the effect of rest on the 
level of hypertension may be of considerable 
value in assessing the ultimate prognosis. Those 
cases which are allowed to continue should be 
followed up most carefully. Blood-urea estima- 
tions and renal function tests should be repeated 
if increasing renal damage is suspected. Any 
evidence of deterioration in the patient's general 
condition, however slight, should obtain her 
immediate admission to hospital. Adequate rest 
is of vital importance, particularly in those cases 
demonstrating hypertension. This is particu- 
larly well demonstrated by Case 1, where the 
blood-pressure was ultimately reduced to almost 
normal limits, although the response was not 
immediate. 

As the last 2 months are so liable to be com- 
plicated by increasing hypertension or pre- 
eclampsia, there is a strong case for admitting 
all cases at the 32nd week, however mild the 
symptoms or signs. 

If at any time evidence of renal insufficiency 
is demonstrated this will call for termination of 
the pregnancy regardless of the maturity. Any 
sign of pyelitis should receive the most urgent 
treatment since it has been proved how fre- 
quently this may develop into an extensive 
pyelonephritis with most serious consequences. 

Whilst the newer antibiotics may be of value 
in these cases, this has yet to be confirmed and 
possibly surgery may occasionally still be 
required in order to evacuate the locules of pus 
within the substance of the kidney. 

During the later weeks of pregnancy the 
optimum time and method of delivery calls for 
skilled judgment. A marked or increasing 
degree of hypertension or pre-eclampsia will 
recommend delivery of the foetus before term. 
Placental sufficiency will be highly suspect in 
these cases and hence, in a_ primigravida, 
Caesarean section would appear the safer method 
of delivery for the foetus, since it is impossible to 
assess the extent to which the damaged placenta 
is capable of meeting the added stress of labour. 
In a multipara, however, surgical induction 
would appear justified. In those cases present- 
ing only mild symptoms and signs, with no 
evidence of impaired renal function there seems 
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no objection to allowing spontaneous delivery 
at term under adequate supervision. 

Careful observation is also called for during 
the puerperium. Temporary exacerbation of 
hypertension may occur and an_ extended 
period of bed rest may be required. Any urinary 
infection must be treated immediately. Steriliza- 
tion should be seriously considered if renal 
function is affected 

Prognosis. The ultimate prognosis in any 
case of polycystic disease of the kidney is 
naturally related to the extent of the disease 
when diagnosed. There seems little evidence 
that pregnancy reduces the outlook for the 
mother except possibly where severe pyelo- 
nephritis supervenes and particularly when this 
calls for surgical exploration of the kidney. The 
exacerbations that occur during pregnancy are 
followed by remission of symptoms of varying 
duration. There is certainly little evidence that 
pregnancy stimulates cyst formation in the 
kidney. 


SUMMARY 

Four cases of polycystic disease of the kidney 
complicating pregnancy have been described. 
In 2 of these termination was required. Two 
additional cases have been outlined where poly- 
cystic disease was first diagnosed several years 
after the last pregnancy. Consideration of these 
cases together with others reported in the litera- 
ture has allowed the following conclusions to 
be reached : 

(1) As relatively few other cases have been 
reported it is suggested that either the diagnosis 
is frequently missed, or that fertility is seriously 
affected. 

(2) Whilst polycystic disease is inherited as 
a Mendelian dominant, this only applies to the 
adult form of the disease. The infantile type 
seems to be of different aetiology. There 
appears, therefore, no justification for forbidding 
or terminating pregnancy on the grounds that 
the infant may be affected 

(3) Pregnancy usually causes an exacerbation 
of the symptoms and signs which have been 
present previously 
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the initial mode of presentation during preg- 
nancy. In the past it has often proved so 
resistant to treatment that termination was 
required. The newer antibiotics may be of 
value in these cases 

(5) The advisability of terminating pregnancy 
will mainly depend on the extent to which renal 
insufficiency has been manifest. 


(6) The last 2 months of pregnancy are the 
most critical period since increasing hyper- 
tension and pre-eclamptic toxaemia are so 
likely to supervene. Admission to hospital for 
the whole of this time would seem justified. 


(7) Following delivery there is usually a 
remission of symptoms and signs for a varying 
period 

(8) There is no evidence that pregnancy 
affects the ultimate prognosis for the patient, 
except possibly where severe pyelonephritis 
occurs, and more particularly if this has required 
surgical exploration of the kidney. 

(9) There is no evidence that pregnancy stimu- 
lates the rate of cystic formation within the 
kidney. 


I wish to thank Mr. Charles Read, Mr. D. G. 
Wilson-Glyne, and Dr. Harold Salmon, for 
details of some of the cases here recorded, and, 
in particular, Professor J. C. McClure Browne 
for his advice and encouragement in the pre- 
paration of this paner. 
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It has long been believed that a fall or some 
injury sustained during pregnancy may result 
in abortion or premature delivery. Brown, Lyon, 
and Anderson (1946) reported an incidence of 
8 per cent of premature deliveries in a series of 
95 white women and 18 per cent in 32 negro 
women, following accidents of varying severity, 
and Cook (1921) one of 5.2 per cent in 77 
women. Taussig (1936), in a review of the sub- 
ject, stated that maternal trauma was an impor- 
tant factor in the initiation of uterine contrac- 
tions and suggested that psychic shock was 
probably of even greater importance than direct 
trauma; this is supported by Hertig and Sheldon 
(1943) who reported an abortion immediately 
following an automobile accident where there 
was no bodily injury. There have been, however, 
many reports of pregnancy continuing after 
severe systemic injuries. Diddle (1948) cites 2 
cases where pregnancy continued after severe 
bodily trauma; in one case, a girl of 19, the 
injuries proved fatal after 5 days, but on post- 
mortem examination the uterus and contents 
were normal. Schumann (1936) records a case 
of multiple fractures of the skull and pelvis with 
no effect on the course of the pregnancy. 
Green and Stoner (1950), Green, Stoner, 
Whiteley, and Eglin (1949), have indicated a 
possible role for adenosine triphosphate (ATP) 
and adenine nucleotides in the general bodily 
response to injury so that the observation by 
one of us, that the injection of ATP into the 
intact pregnant rat caused uterine contractions, 
was of considerable interest. In view of this 
finding and the somewhat conflicting reports in 
the literature on trauma as a factor in abortion 
it was decided to investigate this problem in the 
animal. To this end the effect of muscle 
ischaemia and ATP on the course of pregnancy 
in the rat and rabbit, and the effect of ATP on 
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isolated human uterine muscle, were particu- 
larly studied. 


METHODS 


Human uterine muscle was obtained at 
operations for liysterectomy and Caesarean sec- 
tion. The muscle strips were immediately 
placed in gauze soaked in 0.9 per cent NaCi 
and transported to the laboratory in a thermos 
flask containing ice. Uterine muscle from Wistar 
rats and mixed stock rabbits was obtained by 
laparotomy under ether anaesthesia, the animal 
being subsequently killed. The muscle was sus- 
pended with the least possible delay in a 10-ml. 
glass container filled with Tyrode solution and 
immersed in a Dales uterus bath at 37°C. The 
fluid was continuously oxygenated with an O, + 
5 per cent CO, mixture. Lengths of the whole 
uterine tube were used from the virgin rat, and 
similar strips approximately 3 — 4 mm. wide were 
cut from the pregnant rat and rabbit uterus. The 
test substances were added direct to the bath. 
Before the application of fresh substances the 
bath fluid was changed at least once. 

/n vivo tracings were made in the pregnant and 
non-pregnant rabbit and pregnant rat under 
nembutal anaesthesia, using a Cushny myo- 
graph; the tip of the uterine horn was freed and 
attached to the moving lever and the fixed rod 
was attached 3 - 4 cm. centrally. Muscle 
ischaemia was produced in the rabbit by a series 
of elastic bands applied to both hind limbs, from 
above the knee to the highest point on the thigh, 
under ether anzsthesia, and in the rat by elastic 
bands gauge 32, 7 turns, applied under ether 
anesthesia to the highest point of the thigh of 
both hind limbs. The BaATP was supplied by 
Boots Ltd. and converted to a solution of the 
magnesium salt. 
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RESULTS 

In vitro experiments. In the rat ATP was 
found to have no effect on the immature uterus. 
On the mature non-pregnant uterus, in final con- 
centrauions of 0.2) mg./ml, it occasionally 
initiated rhythmic contractions or, if the uterus 
was already contracting, caused an increase in 
the tone and frequency of the contractions which 
was Sustained until the fluid was changed (Fig. 
1). The effect was still more pronounced in the 
pregnant uterus, final concentrations of 0.05 
mg. ml. producing pronounced excitation. 

In the rabbit the non-pregnant uterus showed 
little response to varying concentrations (0.1 
mg./ml. to O.S mg./ml.) of ATP, but after the 
commencement of rhythmic activity there was 
some increase in the tone and rate of contrac- 
tion. However, in the pregnant uterus, spon- 
taneously contracting, increased tone and fre- 
quency of contraction was seen (Fig. 2) down 
to a concentration of 0.002 mg./ml. ATP. This 
ATP effect was not abolished (nor was it in the 
rat) by previous atropinization which rendered 
the uterus insensitive to acetylcholine. 

Non-pregnant human uterine strips showed 
some rhythmic activity and MgATP (04 
my. ml.) increased the amplitude of contraction, 
but only slightly increased the rate, the increased 
activity terminating abruptly after removal of 
the ATP. ATP in concentrations of 0.2 mg./ml. 
caused an initial contraction and increase in tone 
and frequency which was not sustained (Fig. 3) 
in the uterus at term, and there was little or no 
response to amounts of ATP below 0.05 mg. / ml. 

in vivo experiments. Under the conditions of 
our experiment there was no spontaneous rhyth- 
mic activity in the virgin rabbit, and the intra- 
venous injection of | 2 mg. ATP per kilo 
produced a single strong contraction with a few 
subsequent subsidiary contractions, the uterus 
returning to its normal state in about 4 minutes. 
In the pregnant rabbit the response varied with 
the duration of pregnancy, an 8-day uterus 
showing (Fig. 4) a similar big contraction to that 
seen in the virgin rabbit. The amplitude of this 
response progressively diminished fre- 
quently repeated injections of the same amount 
of ATP. In the uterus at term spontaneous, 
strong, slightly irregular contractions were 
present. After the injection of the same amount 


of ATP (1.5 mg./kilo) there was an initial con- 
traction of no greater magnitude than normal, 
followed by an appreciable reduction in the 
strength of contractions, without any great 
alteration of rhythm (Fig. 5). In the virgin 
rabbit and in early pregnancy the injection of 
1/1000 adrenalin (0.1 ml. I.V.) caused a similar 
response in the uterus to that seen with ATP. 
Moreover the effect of intravenous ATP was 
abolished by clamping off both adrenals, whilst 
the uterus still responded to intravenous adrena- 
lin 

No observations were made in the virgin and 
early pregnant rat, but in the rat at term ATP 
(1 mg./100 g. rat I.V.) caused a reduction in the 
strength of contraction. 

Muscle ischaemia of 3 and 4 hours duration 
to both hind limbs in the last few days of preg- 
nancy caused no disturbance to the rabbit, both 
animals delivering normal living litters at the 
expected date. However, similar periods of 
ischaemia in 2 early pregnant rabbits caused 
interruption of pregnancy in both animals. (Preg- 
nancy was determined by abdominal palpation 
under light ether anaesthesia.) 

The intramuscular injection of 300 mg. ATP 
per kilo 2 days before the expected date of 
delivery did not influence the course of preg- 
nancy, nor did 3 successive doses of 100 mg./kilo 
during the last few days of pregnancy, for living 
litters were born in both cases. However, in 
early pregnancy the injection (I.M.) of 200 mg. 
ATP per kilo caused the cessation of pregnancy 
in | of 2 rabbits. 

In the rat, tourniquets applied to both hind 
limbs for periods of 3 and 4 hours during the 
last week of pregnancy were without effect, both 
animals in each group giving. birth to live litters, 
and subcutaneous ATP (120 mg./100 g.) in the 
last 4 days of pregnancy was without noticeable 
effect. 


DISCUSSION 


Since the observations of Deuticke (1932) and 
Gillespie (1934) that ATP: caused contraction 
and increased tone in the isolated guinea-pig 
uterus, much work has been done on the relation- 
ship of ATP to muscle contraction in general. 
We have found that ATP causes contraction in 
the isolated rat, rabbit, and human uterus, all 
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becoming more sensitive during pregnancy. The 
results suggest that ATP directly stimulates the 
uterus contractions, for increased tone and 
rhythm occur immediately after its introduction 
and are continued until it is removed, and in a 
quiescent uterus ATP may initiate contractions. 
Csapo (1950) has shown that ATP contracts 
uterine actomyosin threads, the contraction 
being similar to that of the intact fibre. The rate 
of contraction was slower and the latent period 
longer than that of skeletal muscle actomyosin; 
and Csapo and Gregely (1950), in a study of the 
energy changes following iodo-acetic acid poi- 
soning, conclude that ATP and creatine phos- 
phate provide the energy for contraction. There 
is a considerable increase of uterine actomyosin 
during the latter stages of pregnancy (Csapo, 
1948) particularly in the fundus. This may pos- 
sibly be associated with the increased sensitivity 
of the isolated pregnant uterus to ATP. Acetyl- 
choline, as Beznak (1951) has found in the frog 
rectus, does not appear to play an intermediate 
part in contraction and we have found that ATP 
causes a full contraction in the atropinized rat 
and rabbit uterus. It would appear that ATP 
plays an important part as a physiological agent 
in the mechanism of uterine contraction as it does 
in other types of smooth muscle (Buchthal and 
Kahlson, 1944). However, in spite of its ability, 
in vitro, to cause intense uterine contraction, 
particularly in the pregnant animal, we have 
found that, in the pregnant rat and the rabbit at 
term, the intravenous injection of ATP is asso- 
ciated with relaxation. Only in the virgin and 
early pregnant rabbit did it cause a single intense 
contraction. 

This difference in behaviour between the 
isolated and intact uterus suggests that the 
uterine response is due to a _ secondary 
mechanism mediated by ATP. We have shown 
that adrenalin injection in both virgin and early 
pregnant rabbits induced a type of contraction 
similar to that seen after ATP; moreover 
adrenalectomy abolished the response to ATP 
injection. Sauer, Jackson, and Reynolds (1935) 
have shown that in both the early and late stages 
of pseudo-pregnancy in the rabbit adrenalin has 
always a motor effect, though they find relaxation 
after presacral stimulation in late pseudo-preg- 
nancy. ATP relaxation of the intact rabbit 
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uterus at term cannot therefore be readily 
explained by adrenalin release, though it remains 
a possibility. In the rat it is easier, for it is 
known (Gunn and Gunn, 1913-14) that the 
uterus, both isolated and intact, is always relaxed 
by adrenalin. Since ATP stimulates adrenalin 
output (Stoner and Green, 1950), relaxation in 
the pregnant rat after intravenous ATP can be 
readily explained. 

This uterine relaxing effect is in accordance 
with the findings that neither the intravenous 
injection of ATP nor the post-ischaemic state 
induced premature delivery in the later stages of 
pregnancy in the rat and rabbit, though they 
interrupted the earlier stages of pregnancy in the 
rabbit. Very probably the intense contraction 
following adrenalin release dislodged the young 
foetus. 

Seitz (1933) showed that the greatest tendency 
to traumatic abortion in woman was in the first 
16 weeks. Crawford (1931) records a case of 
premature delivery after the nervous excite- 
ment of a family quarrel. Rock (1940) believes 
that violent emotions, by releasing adrenalin 
and causing contractions of the vessels of the 
nidatory site, may precipitate an abortion. At 
the most, however, this can only be a contribu- 
tory factor, for Hertig and Sheldon (1943) 
found that in 9 cases of abortion following 
external trauma, 5 had an abnormal embryo 
and 4 placental defects, which would ultimately 
have resulted in abortion. Rock (1940) states 
that half of the abortions at least are due to 
defective development of the embryo, and that 
the embryo has been dead, usually for some 
time, before expulsion. In this he is supported 
by Eastman (1950) who points out that for 
trauma to have caused abortion it must have 
occurred at the time of foetal death, 6 weeks or 
so before the expulsion of the uterine contents. 

What relationship have our findings in the rat 
and rabbit to human pregnancy? It is established 
that the human uterus reacts in a similar way to 
adrenalin as does the rabbit uterus (Courrier, 
1945). Gunn and Scott Russell (1946) found a 
motor response in the non-pregnant uterus and 
during the first and last trimester, but in the 
second trimester the response was only weakly 
motor. Rucker (1924) found, however, that 
adrenalin inhibited contractions of the human 
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ulerus al term, a finding supported by Bourne 
and Burn (1927). Brown and Wilder (1943) 
found that adrenalin caused an initial contrac- 
tion followed by a compensatory pause, during 
labour or 4.8 days postpartum. Robertson 
(1939) states that emotional stimuli cause intense 
uterine contractions in the secretory stage of the 
menstrual cycle. In view of the similarity of 
response between the pregnant human and rabbit 
uterus, adrenalin release in excess must be con- 
sidered as a possible factor in the production of 
abortion following injury or “ psychic shock ” 
in the early stages of pregnancy. It is even pos- 
sible that the uterine contractions might be of 
suflicient strength to dislodge a normal ovum, as 
happens in the rabbit; but it would appear more 
likely that in women they are only capable of 
expelling an already damaged foetus, the tissue 
injury in itself only playing a minor and indirect 
part in the process. This hypothesis would be 
in keeping with the greater frequency of 
‘psychic shock” as compared with bodily 
trauma in precipitating abortion, for in the 
former one would expect a greater intensity of 
adrenalin discharge. Towards term, however, it 
is well recognized that severe bodily injury is 
compatible with continuance of human preg- 
nancy unless the injury is of such a nature as to 
cause uterine or placental injury (Diddle, 1948). 
\t this period the human uterus, like the rabbit, 
is not stimulated to contraction by adrenalin, 
and its contents remain undisturbed. 


SUMMARY 


(1) In the tsolated uterine muscle of the rat, 
rabbit, and woman adenosine triphosphate 
(ATP) was found to cause contraction. The 
sensitivity of the muscle increased during preg- 
nancy. The rabbit uterus proved most sensitive, 
a final concentration of 0.0002 per cent causing 
4 response 

(2) In the intact rabbit intravenous ATP 
(1-2 mg. per kilo body weight) produced a 
contraction in the virgin and early pregnant 
animal, an effect which was abolished by clamp- 
ing the adrenal vessels, though the uterus still 
responded to adrenalin. Intravenous injection 
of adrenalin produced a similar response to 
\TP 
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(3) Following muscle ischaemia in 2 rabbits 
and the intramuscular injection of 200 mg. ATP 
in 2 rabbits interruption of pregnancy occurred 
in 3 early pregnant rabbits; these procedures had 
no effect on the rabbit or rat at term. 

(4) The human uterus is known to react to 
adrenalin in a similar manner to the rabbit 
uterus. It is concluded that the experimental 
evidence supports the view that tissue injury or 
“ psychic shock ”, in the early stages of human 
pregnancy, might cause uterine contractions by 
the liberation of adrenalin and thus dislodge an 
already damaged embryo or possibly even expel 
a normal embryo. 

(5) In the final stages of pregnancy intra- 
venous ATP caused uterine relaxation in the rat 
and rabbit. 


It gives us great pleasure to express our thanks 
to Professor Scott Russell and Mr. J. E. Stacey 
for their collaboration in supplying us with strips 
of human uterine muscle. 
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Fic. 1 
Effect of final concentration of 
0.2 mg./ ml. ATP on the isolated 
non-pregnant rat uterus 
t point of injection. Up 
stroke = contraction 


(° F.C bath fluid changed.) 


Fic. 2 
Effect of final concentration of 0.2 mg./m!. ATP on the isolated pregnant rabbit uterus. 
= point of injection. Upstroke=contraction. Note that the increased tone is sus- 
tained unti! the fluid is changed. ( * F.C. bath fluid changed.) yee 
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Effect of final concentration of 0.4 mg./ml. ATP on the isolated human 
uterus at term. * =point of injection. Upstroke =contraction. 
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Fic. 4 


Effect of 1.5 mg kilo ATP LV. on the intact 8-days pregnant rabbit uterus 
ft point of injection. Downstroke = contraction 
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Effect of 1S mae kilo ATP LV. on the intact rabbit uterus at term 
point of myection Downstroke = contraction 


* 
' 
a 
q 
‘ 
4 
é 
— < 
ae 
: 


THE ROLE OF TRAUMA IN THE 


Green, H. N., Stoner, H. B. Whiteley, H. J.. and Elgin, 


D. (1949): Clin. Sci., 8, 65 


Gunn, J. A., and Gunn, J. W. C. (1913-14): J. Pharm., 


5, 527. 

Gunn, J. A., and Russell, C. §. (1946): J 
Gynaec. Brit. Emp., §3, 205. 

Hertig, A. J., and Sheldon, W. H. (1943) 
117, 596. 


Robertson, E. M. (1939): J. Obstet. Gynaec. Brit. Emp., 


46, 741. 


Rock, J. (1940): New. Enel. J. Ved., 223, 1020. 


Obstet. 


Ann. Sure., 


AETIOLOGY OF ABORTION 833 


Rucker, M. P. (1924): J. Lab. clin, Med., 10, 390. 


Sauer, J. J.. Jackson, C. E., and Reynolds, S. R. M. 
(1935): Amer. J. Physiol., U1, 250. 
Schumann, E. A. (1936): Textbook of 

Saunders. Philadelphia. 
Seitz, L. (1933): Arch. orthop. Unfail.-Chir., 34, 177. 
Stoner, H. B., and Green, H. N. (1950): Brit. J. exp. 
Path., 31, 603. 
(1936): Abortion, 
Kimpton, London. 


obstetrics. 


Tausig, F. J. spontaneous and 


induced. 


“ 
t 
i 


A CASE OF PRIMARY CARCINOMA OF THE FALLOPIAN TUBE 
ASSOCIATED WITH TUBERCULOUS SALPINGITIS 


W. P. G. Dickson, M.B., M.R.C.0.G. 


Assistant Director of the Department of Obstetrics and Gynaecology 
K. V. LopGe, M.B., D.R.C.O.G. 


Demonstrator in Pathology 
AND 
A. S. Woopcock, M.B. 


issistant Lecturer in Gynaecological Pathology 


From the Departments of Obstetrics and Gynaecology, and of Pathology, 


Iii co-existence of primary carcinoma and 
tuberculosis of the Fallopian tube has been in- 
frequently described. We have found 8 previous 
reports in the literature: von Franqué (1911), 
Lipschutz (1914), Barret (1915), L’Esperance 
(1917), Stubler (1923), Wechsler (1926), Cal- 
lahan, Schiltz, and Hellwig (1929), and Willis 
(1934). Willis (1948) states that before it can 
be decided whether there is any relationship 
between the two conditions a significant number 
of proved cases must be collected. We therefore 
report the following case. 


CLINICAL FEATURES 


Mrs. E., a married woman of 47 years of age, was 
admitted to Saint Mary's Hospital, Manchester, on 
24th May, 1951. She complained of aching pain in 
both iliac fossae radiating to the back, and increasing 
in severity during the previous 5 weeks. The pain 
was not related to the menses which had been regular 
with an interval of 30 days and of 7 days duration, 
although tor several years the loss had been increasing 
in amount. The patient had been married for many 


years, but had had no pregnancies. She had not 
sought advice about this. A thyroid cyst had been 
removed 12 years previously. There was no relevant 
previous medical or family history 


General examination showed no abnormality On 
abdominal examination, a firm rounded mass, of size 
equivalent to a pregnancy of 12 weeks duration, was 
arising trom the pelvis. On bimanual examination this 
was found to be due to irregular enlargement of the 
uterus No adnexal lesion was felt, and the lower 
genital tract appeared norma! There was no other 


abnormal finding. The urine was sterile, and contained 
no abnormal constituents on chemical and micro 
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scopic examination. The haemoglobin was 56 per cent 
(8.39 g. haemoglobin/ 100 ml. blood). A pre-operative 
diagnosis of multiple uterine fibroids was made. A 
blood transfusion of 2 pints of blood was given, and 
the patient prepared for operation. 

On opening the abdomen the diagnosis of multiple 
fibroids was confirmed. Both Fallopian tubes were 
enlarged, and there were adhesions to bowel and 
pelvic wall. Numerous small firm white plaques were 
scattered widely over the visceral and parietal perito- 
neum, especially in the lower abdomen and pelvis, 
but omentum and anterior surface of liver were also 
involved. The plaques suggested malignant metastases, 
but in view of the bilateral chronic salpingo-odphor- 
itis a provisional diagnosis of tuberculosis was con- 
sidered. Total hysterectomy and bilateral salpingo- 
odéphorectomy were performed. The uterus was 
opened after removal and, as it did not contain any 
evidence of a primary malignant tumour, all abdominal 
viscera were carefully examined. No abnormality was 
found, apart from the superficial nodules previously 
described. The abdomen was closed. The immediate 
post-operative recovery was complicated by some 
abdominal distension and pyrexia for the first 3 days, 
and mild wound sepsis occurred a week later. The 
patient was discharged from hospital on the 17th post- 
operative day. 

In view of the pathological report, the patient was 
readmitted 6 weeks after operation for further search 
for a possible extragenital primary malignant tumour. 
Radiological examination of the lungs, and of the 
alimentary tract after a barium meal failed to reveal 
any abnormality. Occult blood tests were performed 
on the faeces on two occasions and were negative. The 
urine again contained no abnormal constituents. 
Pelvic examination did not show any gross abnor- 
mality at this time, and the abdominal and vaginal 
wounds had healed. 

As the patient lives a considerable distance from the 
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Fic. | 
Photograph of drawing of specimen. Posterior view. The distal end 
of the lett tube is opened to show the nodular protuberance in the lining 
epithelium 
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Shows tubal epithelium composed of pleomorphic malig- 
nant cells. Haematoxylin and eosin 325 
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Shows malignant lining epithelium and invasion of the 
muscularis by the tumour, Haematoxylin and eosin 20 


Section of left tube showing clusters of tubercle follicles 
underlying malignant tubal epithelium. Haematoxylin and 
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hospital, routine follow-up examinations have been 
impracticable, but the patient's general practitioner 
reports that 7 months after operation there has been 
no gross deterioration in her condition. 


PATHOLOGICAL REPORT 


Macroscopic Appearances 

The specimen consists of an opened uterus with 
cervix and both appendages (Fig. 1). 

The uterus, 15 cm. in length, is enlarged and dis- 
torted by numerous intramural and subserous fibroids. 
The largest of these is 6 cm. in diameter, subserous, 
and situated at the fundus. Smaller fibroids are 
scattered in the substance of the myometrium and 
several project as rounded swellings on the posterior 
aspect of the uterus. The cavity is regular and lined 
by an endometrium of uniform thickness; there are 
no polypi in the endometrial cavity or the endocervix. 

The cervix is 2 cm. in diameter, the os is small and 
regular, and the surface epithelium smooth and intact. 

The right tube is 11 cm. in length and increases in 
diameter from 0.5 cm. proximally to 2.5 cm. at the 
ampulla. The fimbriae are matted together and the 
ostium closed by fibrous adhesions. Cross-section of 
the tube in its proximal third shows irregular thicken- 
ing of the wall. In the distal portion the enlargement 
of the tube is due to dilatation, and the wall is thin, 
with grey translucent material of gelatinous con- 
sistency in the lumen. The boundaries of the right 
ovary are not clearly defined because of the firm 
fibrous adhesions which bind it to the under surface 
of the tube. It consists of a disc of tissue approxi- 
mately 3.53 cm. which on section is of normal 
appearance 

The left tube is 8 cm. long and uniformly enlarged 
to a diameter of 1.5 cm. On section the plicae at the 
proximal end appear thickened, and the muscle 
measures 0.4 cm. in thickness. At the distal end the 
lining consists of white friable material, and just within 
the occluded ostium there is a firm grey nodule 
2x11 cm. arising from the tubal epithelium. The 
lett ovary measures 3.5x3x1 cm., is of normal 
external appearance, and on section contains a corpus 
luteum. 

Over the surface of the uterus, tubes, and ovaries 
there are fibrous tags, and also whitish-grey translucent 
plaques 0.1 to 0.5 cm. in diameter. These plaques are 
irregular in outline, and section reveals that they are 
subperitoneal in site. 


Microscopical appearances 

Left tube. Sections of the proximal end show hyper- 
plasia of the tubal epithelium. The individual epithe- 
lial cells, however, are orderly in arrangement, mitoses 
are very scanty, and there is no invasion of the muscle 
wall. The submucosa is heavily infiltrated by acute 
and chronic inflammatory cells, and in several areas 
there are typical tuberculous follicles composed of 
lymphocytes, epithelioid cells, and occasional giant 
cells of Langhans’s type, with small areas of caseation. 
The appearances in this portion of the tube are 
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typical of tuberculosis with associated benign hyper- 
plasia of the tubal epithelium. 

Sections taken from the junction between middle 
and outer thirds of the left tube show two types of 
lining epithelium. One type consists of benign 
hyperplastic epithelium of regular cytology, and is 
similar to that seen in the proximal portion of the 
tube. The second type is composed of atypical 
papillae with irregular cells showing hyperchromatic 
nuclei and a moderate number of mitoses (Fig. 2). At 
several points there is penetration and lateral invasion 
of the muscle coat by downgrowths of the second 
type of epithelium (Fig. 3), and at the periphery of the 
tube several lymphatics are seen containing groups of 
tumour cells. A cluster of typical tubercles is present 
in the lamina propria. 

The nodule in the tip of the left tube is composed 
of muscle and fibrous tissue, infiltrated by lympho- 
cytes, and covered on its luminar surface by an irregu- 
lar columnar epithelium of malignant type which 
appears to overgrow folds of normal tubal epithelium. 
There are deposits of malignant cells in the substance 
of the nodule, and tumour masses are seen in dilated 
lymphatics. 


Right tube. Sections of the right tube show flattening 
of the tubal epithelium and only occasional atrophic 
plicae, except in the proximal and middle thirds, where 
there are areas of benign hyperplasia. In some areas 
the atrophic epithelium is ulcerated and replaced by 
granulation tissue. In the submucosa adjacent to the 
areas of epithelial hyperplasia there are several typical 
tuberculous follicles. In the sections from the inner 
and middle portions of the tube there are small nodular 
secondary deposits of tumour cells, projecting from 
the peritoneal surface and extending centrally into the 
muscle layers, but not to the submucosa. 

No tubercle bacilli were found, although many 
sections of both tubes were stained by the Zichl- 
Neelsen technique. 


Uterus. The endometrium is in the mid-secretory 
phase. the stroma is normal in appearance with no 
evidence of tuberculosis or carcinoma. The myo- 
metrium contains typical simple fibroids. Sections 
from the irregular plaques on the surface of the 
uterus show nodules of tumour cells beneath the 
peritoneal surface and superficially invading the myo- 
metrium. The neoplastic cells are of columnar type 
and similar in appearance to those of the tumour in 
the left tu’ve. 

Cervix. The epithelium of both squamous and 
glandular parts is regular with a moderate lympho- 
cytic and plasma-cell infiltration. There is no evidence 
of malignancy. 

Ovaries. Both ovaries contain several small folli- 
cular and occasional germinal inclusion cysts. In the 
left ovary there is a recent corpus luteum. On the 
surface of each organ there are fibrous strands, several 
of which contain clumps of tumour cells with small 
downgrowths into the ovarian cortex. The neoplastic 
cells are similar to those described in the left tube. 


ee 
4 
j 
$ 
(Se 
> 
2 
a 


DisCUSSION 


Our case shows a malignant tumour which 
has already produced peritoneal metastases. The 
primary site of the carcinoma is considered to 
be the left Fallopian tube, in which the neoplastic 
tissue Can be seen arising from the tubal epithe- 
lium. The tumour is an adenocarcinoma, 
composed of cells which, although showing 
many atypical and irregular forms, bear in their 
better differentiated areas a close resemblance to 
the normal tubal epithelium. 

The argument in favour of primary tubal 
origin is strengthened by exclusion of other 
possible primary sites. The endometrium, endo- 
cervix, and cervix were macroscopically and 
microscopically normal, and the only neoplastic 
tissues present in the uterus were the typical 
nodules of secondary tumour situated on the 
peritoneal surface and involving only the super- 
ficial muscle layers. The ovaries also showed 
similar secondary nodules at their periphery, 
but the remainder of cortex and medulla were 
normal 

The history and clinical examination of the 
patient failed to reveal an extragenital primary 
site of the carcinoma. At operation no tumour 
was found in the gastro-intestinal tract or urinary 
system. These findings were supported by a 
normal barium meal and negative occult blood 
tests. X-ray examination of the chest was 
normal. 

The diagnosis of co-existent tuberculosis 
depends mainly on histological appearances. 
Failure to demonstrate the tubercle bacillus does 
not preclude this diagnosis. No tubercles were 
present in the endometrium, but sparing of the 
endometrium even in cases of advanced pelvic 
tuberculosis has been noted previously (Russell, 
Johnson, and Midgley, 1951). Both tubes con- 
tained typical tubercles composed of epithe- 
hoid cells, giant cells of Langhans’s type and a 
peripheral cuff of lymphocytes with occasional 
areas of caseation. No doubly refractile material 
was demonstrated, and there was no history of 
previous surgery or insufflation. The giant cell 
systems are therefore unlikely to be the result 
of a foreign body reaction, as described by 
Roberts (1947). 

The previous cases of co-existent carcinoma 
and tuberculosis reported by Lipschutz (1914), 
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von Franqué (1911), and Willis (1934), appear 
to give adequate histological grounds for accept- 
ing them as carcinomata and also for regarding 
them as arising primarily from the epithelium of 
the tube. The remaining reports contain 
features which cast some doubt on the accuracy 
of the diagnosis. 

Barret (1915) describes undoubted squamous- 
cell carcinoma in the tube but gives no macro- 
scopic description of the cervix, merely stating 
that it was not removed at operation. The 
possibility of primary cervical carcinoma with 
metastases to the tube is thus not excluded. 

L’Esperance (1917) describes a_ plexiform 
carcinoma in the tube with metastases in the 
uterus. Although the appearances were not 
those of a typical uterine carcinoma, it is possible 
in view of the involvement of the endometrial 
cavity that the primary tumour arose in the 
uterus, with secondary metastases in the tube. 

In Stiibler’s (1923) case a papillary alveolar 
carcinoma of the tube is described. No descrip- 
tion of the uterus is given, and there is no report 
of curettage to exclude primary carcinoma of 
corpus uteri or endocervix. 

Wechsler’s (1926) report is incomplete. He 
describes the tubal neoplasm as a cystadenoma, 
but fails to give a description of the ovaries or 
uterus. We do not consider that the tube has 
been established as the primary site of the tumour 
in this case. 

Callahan er al. (1929) do not describe clear 
evidence of invasion of the tube wall, and, in the 
absence of photomicrographs showing cyto- 
logical detail, we are unable to establish that the 
changes in the tubal epithelium are those of car- 
cinoma rather than hyperplasia in association 
with tuberculosis. 

Several of the previous reports suggest an 
aetiological relationship between the co-exis. ce 
of carcinoma and tuberculosis in the tube. 
Chronic inflammation in the tube has been 
described as a frequent precursor of carcinoma 
by several authors. Wechsler (1926) described 
previous inflammatory changes in his own series 
of 4 cases and reviewed 196 cases of primary 
carcinoma of the tube. He suggested that the 
relative degree of sterility encountered was due 
to previous salpingitis. Ewing (1940) con- 
sidered previous chronic inflammation of first 
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importance in the aetiology of the carcinoma. 
Chronic salpingitis is a common disease, 
whereas carcinoma of the tube is rare and 
accounts for only approximately 0.5 per cent 
of all cases of carcinoma of the female genital 
tract (Martzloff, 1940). The inflammatory 
process which often results from the presence 
of a carcinoma may be misinterpreted as 
evidence of pre-existing chronic inflammation. 
These facts do not support the theory of inflam- 
mation as a carcinogenic stimulus. Tuberculosis 
accounts for at least 5 per cent of all chronic 
pelvic sepsis (Novak, 1947), but tuberculosis in 
association with carcinoma in the tube has only 
been reported on 8 previous occasions. We con- 
sider this strong evidence that the association is 
coincidental, as suggested by Callahan ef al. 
(1929). 

On the material at present available further 
discussion is, in our opinion, speculative. 


SUMMARY 

(1) A case of co-existent primary carcinoma 
and tuberculosis of the Fallopian tube is des- 
cribed. 

(2) Eight previous cases reported in the litera- 
ture are reviewed. 

(3) The possible relationship between the 
occurrence of the two conditions is discussed; 
it is concluded that the co-existence is fortuitous. 
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RUPTURE OF A MYOMECTOMY SCAR DURING PREGNANCY 


JOAN E. Mackie, M.B., M.R.C.0.G. 


Senior Revistrar, Department of Obstetrics and Gynaecology of the University 


of Edinburgh and Simpson 


Rupture of the uterus in pregnancy following 
the operation of myomectomy is a most uncom- 
mon disaster. It has not previously been noted 
in the Simpson Memorial Maternity Hospital 
during a period of 20 years, in which time over 
50 cases of uterine rupture in pregnancy and 
labour have been recorded. A patient referred 
to by Gemmell (1936) is apparently the only 
previous case noted in British gynaecological 
literature, and thus the record of the following 
case has at least the merit of being unusual. 


Mrs. J. M., 936/52. The patient was aged 30 years 
and had been married some 4 years when she noted 
the presence of a lump in her lower abdomen. About 
the same time she began to experience some pain in 
this situation and found that she was having some 
difficulty in beginning the act of micturition. Men- 
strual function remained regular and normal. 
Dyspareunia was not present nor was contraception 
practised The patient was referred to hospital 
because of these symptoms and a diagnosis of multiple 
uterine fibroids was made and operation advised. 


Operation, 27.451. Several fibroids were present 
in the utermme body. The largest, later found to 
measure 4 « 44 inches, was conveniently situated on 
the posterior surface of the body of the uterus. Two 
other fibroids the size of walnuts were present, one 
on the anterior surface of the uterus and the other 
posteriorly about the level of the isthmus. Several 
“ seedling" fibroids were noted The main fibroid 
was removed by the standard Bonney's hood method 
and care was taken to obliterate the capsular space 
by means of interrupted catgut sutures. The other 
smaller fibroids were removed by direct enucleation. 
A haemorrhagic cyst in the right ovary was excised 
and the ovarian surface reconstituted. As the patient 
had not suffered from menorrhagia the uterine cavity 
was not opened. Mrs. J. M. made a very satisfactory 
and afebrile recovery from this operation and was 
asked to report back in 2 months time. This she did and 
was found to be well, menstrual periods in June and 
July being quite normal. On 3rd December, 1951 
that is, 7 months after the myomectomy—she was 
found to be some 16 weeks pregnant and was referred 
to the Simpson Memorial Maternity Hospital for 
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delivery. As the patient lived some 50 miles from 
Edinburgh, it was not possible for her to attend the 
hospital for routine antenatal examinations, and these 
were undertaken by her own doctor. The patient thus 
conceived for the first time 12 weeks after the myo- 
mectomy operation. 

On the morning of 24th March, 1952, Mrs. J. M., 
who had now reached the 32nd week of pregnancy, 
was busy with her household chores when she sud- 
denly felt an agonizing pain in her lower abdomen. 
She felt faint and sweated, and, feeling that something 
serious had occurred, she dragged herself round to 
the house of her nearest neighbour, where she vomited 
and fainted. Her doctor who arrived shortly after the 
event thought that his patient had died, but an in- 
jection of a cardiac stimulant was followed by a 
satisfactory response. Mrs. J. M., has no clear 
recollection of the happenings of the rest of the day. 
Some hours later her doctor informed the hospital 
of the nature of the event which he had clearly 
recognized, and she arrived there 12 hours after her 
initial collapse. On arriving at hospital she presented 
all the signs and symptoms of the bloodless state. The 
blood-pressure was 90/60 and the pulse, which was 
weak and thready, 120. Vaginal bleeding had not 
occurred. Abdominal examination revealed the 
presence of a foetus to the left side of the abdomen 
and shifting dullness was elicited. Shoulder pain was 
present on the left side. 

Following transfusion with 2 pints of blood, the 
abdomen was opened and a large quantity of fluid 
blood and clot gushed out. A foetus was removed 
from the abdominal cavity and the uterus pulled up 
and inspected. The placenta, which was. still 
attached to the decidua basalis and abutting on the 
rent in the uterine wall, was removed. The appear- 
ances of the uterus are seen in the illustration. The 
ragged and extensive tear made repair impossible and 
the uterus was removed by supravaginal hysterec- 
tomy. The specimen shows the right ovary and tube 
adherent to the posterior surface of the uterus. 
Because of this and in view of the patient's condition, 
no attempt was made to conserve this ovary nor was 
a total hysterectomy attempted. 

Mrs. J. M. made a very smooth recovery from her 
operation. She received 5 pints of blood before, 
during and after operation, and her haemoglobin was 
70 per cent on discharge. She accepted her accident 
with composure and without spoken regrets. 
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RUPTURE OF A MYOMECTOMY SCAR DURING PREGNANCY 


DiscuSSION 

Examination of the specimen shows that the 
rupture must have occurred somewhere over the 
area of the hood, perhaps near its base. 
Anteriorly the flap has merged with the peri- 
metrium and, apart from a certain degree of 
roughening, cannot be identified. With the 
gradual growth of a fibroid in the posterior wall 
of the uterus the myometrium must necessarily 
become thinner. In mose cases the bulk of tissue 
brought over the enucleation area as a hood is 
usually quite satisfactory. It would appear pos- 
sible that in this case the posterior uterine wall 
had necessarily been left unduly thin and that the 
expansion consequent on pregnancy had caused 
it to burst. 

Textbooks of obstetrics indiscussing the aetio- 
logy of rupture of the uterus frequently mention 
myomectomy or other operations on that organ 
as being factors in subsequent rupture. It is 
certainly true that instances of rupture following 
operations such as utriculoplasty (Rosenfeld, 
1931) and Spinelli’s operation (Phaneuf, 1942) 
have been recorded, but these procedures are 
very rarely carried out. Myomectomy, on the 
other hand, is a common operation and preg- 
nancy following myomectomy is usually com- 
puted as occurring in about one-third of those 
patients anxious and capable of pregnancy. The 
recorded cases of rupture of a myomectomy scar 
have been reviewed recently by Ahltorp (1946) 
in his excellent critical review on the whole sub- 
ject of conservative myomectomy. In all he was 
able to collect only some 20 cases. Some of 
these have simply been noted as having occurred 
and clinical details are not available. Since 
Ahltorp’s paper was written in 1946 at least 4 
further cases are noted in the literature. One 
case is listed by Frid (1943) ina series of 50 cases 
of rupture of the uterus in pregnancy occurring 
in Buenos Aires; ancther case is listed by Brier- 
ton (1950) in a series of 57 pregnancy ruptures; 
and Finn and Muller (1950), who report 80 
pregnancies in 53 patients previously subjected 
to myomectomy without any rupture, knew of 
one ruptured myomectomy scar, but not occur- 
ring in their series. Parks and Barter (1952) 
record the rupture of a myomectomy scar occur- 
ring spontaneously at the 36th week of 
pregnancy. 
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It is clearly impossible to assess the risk of the 
rupture of a myomectomy scar in a subsequent 
pregnancy. All recent studies on fertility fol- 
lowing myomectomy do not record a single case: 
Bonney (1946), Finn and Muller (1950), Mussey, 
Randall, and Doyle (1945), and Gemmell (1936). 
The results in these and similar series are most 
creditable. Up to 1946 Ahltorp found the records 
of 1,300 successful pregnancies following myo- 
mectomy and during this time, as we have noted, 
20 cases of ruptured myomectomy scars in preg- 
nancy. This is a ratio of | rupture in 65 cases 
(1.5 per cent), but such a figure can clearly have 
no statistical meaning. It is certain that many 
cases of ruptured myomectomy scar in preg- 
nancy and labour remain unrecorded. 

One clinical point is worth discussing. Mrs. 
J. M. conceived only 12 weeks after operation, 
Hurd’s patient (1933) after some 16 weeks 
Should a woman who has been subjected to a 
complicated myomectomy be advised to wait a 
year before attempting to embark on a preg- 
nancy? This delay is often advised but a very 
large number of pregnancies occurring within a 
year of the myomectomy are recorded with 
perfectly satisfactory results to mother and 
child. A woman who has undergone a myomec- 
tomy is often in the years of declining fertility 
and postponement of the pregnancy is unwise. 
When pregnancy occurs in a uterus which has 
been subjected to an extensive myomectomy in 
recent months, the patient must clearly receive 
special antenatal attention and delivery by Cae- 
sarean section near term may well be considered. 


I am indebted to the gynaecologist who car- 
ried out the original myomectomy for the details 
of this patient’s operation, and to Miss Ann 
Brown of the Department of Medical Illustra- 
tion, University of Edinburgh, for the drawing 
of the specimen. 
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Drawing of posterior surface of the ruptured uterus showing the extent of the tear. 
The right tube and ovary have become adherent to the uterus. 
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LOGICAL TREATMENT OF BREECH PRESENTATION 


BY 


G. Datitey, M.R.C.O.G. 


Consultant Obstetrician and Gynaecologist, Dartford Group of Hospitals 
Consultant Gynaecologist, Darenth and Stone Group of Hospitals 


IT is generally agreed that the risk to the foetus 
is greater when delivered as a breech than as a 
vertex. In fact, the intrinsic risk is assessed at 
10 per cent (Peel and Clayton, 1948; Tompkins, 
1943) or more than 4 times the over-all foetal 
risk for England and Wales. No one would 
wish to detract from the excellent personal 
results achieved by Greig (1945) and Cox 
(1950), but even they and other experts (Dieck- 
mann, 1946; Goethals, 1936: Macafee and 
McClure, 1937) have to admit that the foetal 
risk for breech delivery in trained hands re- 
mains about 4 per cent. The publicity given to 
these admirable achievements tends to distract 
attention from the procedure of external 
cephalic version which converts the abnormal 
into the normal. My contention is that, if this 
is done before the 34th week of pregnancy, it 


can be done easily, without risk and without 
anaesthesia. 

I was persuaded of this chiefly by shortage of 
staff. For the first year of this survey there was 
not even a house-surgeon in the department and 


even now there is no registrar. There must be 
many other hospitals in a similar position and 
quite probably the obstetrician in charge may 
have come to the same conclusion as myself. 
During the relevant time I endeavoured to see 
every antenatal patient at least at the 36th week 
but inevitably some, usually those with compli- 
cations, escaped. Also, it was not always 
possible for me to be present at breech 
deliveries. As these seemed to contribute an 
undue proportion of foetal deaths it seemed 
preferable to avoid breech delivery whenever 
possible by external version. I was very soon 
convinced that in many cases this was not pos- 
sible at 36 weeks or later and so version was 
attempted earlier, although never before the 
32nd week. Now I feel that it should be pos- 
sible to turn any breech at 32 weeks and nearly 
all at 34 weeks. 
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I realize this differs from the teaching of most 
standard textbooks, e.g. : 

“External version may be performed any time 
between the 34th week of pregnancy and rupture of 
the membranes, but once labour has started, it is less 
certain. It is inadvisable before the 34th week.” 

Queen Charlotte's Textbook of Midwifery, 1948. 

“Cephalic version is indicated when a breech is 
recognized before, or at the commencement of 
labour. White: Ten Teachers’ Midwifery, 1948. 

“The optimum time [for external is 
between the 34th and 36th weeks.” 

Eden and Holland: Manual of Obstetrics, 1948. 

“The time of election for this manipulation 
{external version] is generally regarded as the 36th 
week. Strachan: Textbook of Obstetrics, 1947. 

“The accepted treatment for a breech presenta- 
tion recognized in the 34th to 36th week is external 
cephalic version.” Munro Kerr and Chassar Moir: 

Operative Obstetrics, 1949 


version] 


“ There is little use in attempting it [version] before 
the 36th week and even then the malpresentation is 
liable to recur.” Tweedy: Practical Obstetrics, 1937. 

I have, however, the support of Wilfred 
Shaw : 

“Version should be done as early as possible, from 
the 28th week onwards.” 

Textbook of Midwifery, 1948. 

He rightly emphasizes the main obstacle to 
version, viz., early engagement of a frank 
breech. 

Johnstone agrees that 

“The best time [for version] is between the 32nd 
and 34th weeks.” Textbook of Midwifery, 1949. 


Macafee and McClure (1937) also recom- 


mend that version should be done not later than 
the 34th week. 


MATERIAL 
This comprises 2,500 consecutive cases 
delivered in my maternity unit during three 
years 1947 to 1950, producing 2,547 infants with 
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the breech presented at some ume after the 
2&th week in 330 (13.2 per cent). A high pro- 
portion of these were emergency admissions or 
referred late in pregnancy. Cases referred for 
version but delivered elsewhere are not in- 


62 sullbirths (2.4 per cent). In these 2,500 cases 


cluded 


ANALYSIS 


Spontaneous version occurred in 121 (36.6 
per cent), a rather smaller proportion than that 
given by Strachan (1947), although it may be 
argued that more might have turned sponta- 
neously had they been left (Table D. 

External cephalic version was attempted in 
162, being ulumately successful in 134 (82.7 per 
cent) with no mortality resulting from the 
version. Before the 36th week version was 
successful in 89 (92.6 per cent) and failed in 7, 
2 with the aid of an anaesthetic; whereas from 


laste 
Outcome of 330 cases where the breech presented 
after 28th week 


Delivery 


Vertex Breech 


Spontaneous cephalic version 121 121 

External cephalic version 134 134 

Failed version 8 28 

Version not attempted 47 47 
lotal 130 255 75 

Sullbirths 3 13 


Taste Il 
Result of 162 versions at different weeks of pregnancy 


SUCCESSFUL (134) UNSUCCESSFUL (28) 


Primi Multi Primi Multi 
Week parae parae parae parae 
13 13 
+3 10 
4 21 2 
4 4 ] 
x 1! 63 
4 4 3 
4 
40 4 1 2 
*With anaesthetic +1 with anaesthetic 


* 3 with anaesthetic 
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Taste I 
Reasons for not attempting version 
Twins 14 
First attended at term or in labour 15 
Premature labour 6 
Previous Caesarean section § 
Antepartum haemorrhage 2 
Placenta praevia 1 
Hy pertension | 
Fibroids for Caesarean hysterectomy) i 
Not recorded 2 
Tota! 47 


the 36th week onward, the proportion of 
failures rose to nearly 30 per cent (Table II). 
Many of the latter first attended late in preg- 
nancy and earlier diagnosis undoubtedly would 
have increased the chances of success. A similar 
rise of failures Occurs in version under anaes- 
thesia (Peel and Clayton, 1948). 

In 47 cases, version was not attempted for 
reasons shown in Table IIL. 


METHOD 


Nothing original is claimed for the method 
although, as Peel and Clayton (1948) say, there 
is a knack in version. Junior staff are 
encouraged to perform version in the antenatal 
clinic, and are assisted, if necessary, by a senior 
member. If their combined efforts are unsuc- 
cessful that is recorded as one failure. 1 prefer 
to see the patient in a separate office where one 
can explain the intended procedure combined 
with a varying amount of suggestion. 
Irendelenburg position is used when the breech 
is engaged and, if necessary, the breech is dis- 
placed from the pelvis by a hand in the vagina. 
If version is unsuccessful, the patient returns 
in 3 days, is given 100 mg. Pethidine, and 
version again attempted. 

General anaesthesia was used less and less 
frequently (in only 7 cases all told) as one 
became able to recognize the case where ver- 
sion was possible and found that, except in 
the rare case of a patient unable to relax, 
success was not more likely with anaesthesia. 
Recent reports of version under anaesthesia 
(Peel and Clayton, 1948; Freeth and MacVine, 
1951) omit to give the percentage of attempted 
versions submitted to anaesthesia. All show 
an appreciable mortality due to the version, 
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which leads one to think that anaesthesia 1s 
used in order to employ not less, but more force. 
In my series the proportion of successes did not 
encourage one to use it more often. 

Version did not initiate any premature 
labours. 


MORTALITY 

There was no maternal mortality in the cases 
under discussion. No foetal mortality resulted 
from version. In 255 cases of spontaneous or 
successful version (Table I) delivered as a vertex, 
there were 3 stillbirths (1.2 per cent). The over- 
all foetal risk when delivered as a vertex was 2.0 
per cent (49 stillbirths in 2,425 deliveries), 
whereas in 75 breech deliveries there were 13 
stillbirths (17.2 per cent). All these figures are 
uncorrected. 


TaBLe IV 
Foetal mortality in 75 breech deliveries 
Cases 75 
Sullbirths 13 (17.2 per cent) 


Macerated .. 2 
Premature labour, toxaemia, 
antepartum haemorrhage 
Premature labour, toxaemia 
Premature labour 
Antepartum haemorrhage 
Uncomplicated breech: 
Premature rupture of the mem- 
branes with prolapsed cord | 
Breech extraction 2 per cent 
Spontaneous breech delivery 


Admittedly many of these were emergency 
admissions or complicated by prematurity, etc., 
but in 4 (5.3 per cent) of them foetal death could 
not be attributed to any other factor than 
delivery as a breech. 


DISCUSSION 

It will be seen that the foetal mortality in the 
cases delivered as a breech is many times that 
in vertex Celiveries. Even in uncomplicated 
breech deliveries the stillbirth rate (5.3 per cent) 
remains more than double the over-all rate for 
delivery as a vertex. 

Where an avoidable factor carries such an 
increased risk it would seem logical to eliminate 
it wherever possible by converting the breech 
presentation to a vertex, provided the procedure 
carries no intrinsic risk. Therefore external 
cephalic version should be performed before it 
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becomes difficult, as advocated by Abercrombie 
(1939), although he is more fortunate in being 
able to supervise all his cases from early preg- 
nancy. The patient should not need an 
anaesthetic, and certainly the procedure does 
not call for the same expert teamwork needed to 
achieve the results of breech delivery by Cox 
and others. Insufficient emphasis has been 
laid on the time factor and many cases arrive 
at hospital too late for version to be successful. 


ADDENDUM 

Although, owing to expansion, I am not now 
so intimately concerned with the practical work 
of the department, the policy of earlier version 
has been followed with the result that in the 
first 6 months of this year (1952) there were 
only 5 breech deliveries in booked cases out of 
576 deliveries. One of these was in twins and 
2 first attended at the 36th week. 


SUMMARY 

The incidence of breech presentation after the 
28th week in 2,500 consecutive deliveries is 
shown. 

Spontaneous version occurred in 36.6 per 
cent. 

External cephalic version was successful in 
92.6 per cent before the 36th week, without 
anaesthesia and with no mortality. 

It is claimed that external cephalic version 
should be done earlier than is usually recom- 
mended. 
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CORONARY artery thrombosis is uncommon in 
women before the age of the menopause, and 
so is seldom encountered as a complication of 
pregnancy or the puerperium 

Horwitz, LaPlace, Shumway, and Stroud 
(1943) reported the delivery by Caesarean sec- 
tion of a 35-year-old woman 20 months after 
what was apparently an acute anterior myo- 
cardial infarction. In 1941 Hamilton and 
Thomson at the Boston Lying-In Hospital said 
that they had seen only one case with coronary 
occlusion in association with pregnancy, 
although they described several cases in young 
non-pregnant women 

The following case ts therefore of interest 
because of the rarity of the condition in associa- 
tion with pregnancy. The usual symptoms of 
severe pain, shock, etc., were absent but at post- 
mortem examination absolute evidence of 
coronary occlusion was found. From the age of 
the infarction it appears that the thrombosis may 
have occurred during labour or shortly after 
delivery 


Mrs. W. Q., aged 40 years, first attended the ante 
natal clinic of Paddington Hospital, during her second 
pregnancy, on 14th September, 1950 

Her first pregnancy, in 1948, terminated after 35 
hours labour in the delivery of a living female child 
weighing 6 pounds 9 ounces. Forceps were used on 
account of delay in the second stage. Both the ante 
natal period and the puerperium were normal 

Apart from measles in childhood, she had had no 
illnesses and there was no history of scarlet fever. 


rheumatic fever or heart disease The Wassermann 
reaction and the gonococcal complement fixation test 
were negative and her haemoglobin was 85 per cent 


Her blood belonged to Group A and was rhesus- 
positive, and no abnormality was found on examina 
tion of her heart and lungs. Her estimated date of 
delivery was 8th March, 1951 

She attended the antenatal clinic regularl,, and her 
condition remained satisfactors until 21st February, 
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1951, when her blood-pressure was 160/100, the urine 
was loaded with albumen, and considerable oedema 
was present 

She was admitted to hospital at once and, as she 
was only a fortnight from term, artificial rupture of 
the membranes was performed on the following day. 
Uterine contractions followed almost at once, and she 
was delivered spontaneously 34 hours later of a living 
male child weighing 4 pounds 11 ounces. In view of 
her pre-eclamptic condition, morphia, gr. }, was given 
as soon as the third stage was completed. At this time 
her pulse rate was 80 per minute, respirations 18, and 
blood-pressure 170/120 mm.Hg. 

Ihe first 7 days of the puerperium were uneventtul, 
her blood-pressure fell gradually to 130/80, urinary 
output was satisfactory and her pulse rate remained 
between 80 and 90 per minute. On 2nd March, 8 
days after delivery, she became mentally confused, 
with slurred unintelligible speech. There was flaccid 
paralysis of the right arm and leg, and the right 
plantar response was extensor. During the next few 
days she became progressively more comatose and 
spasms of hyper-extension, hyper-pronation, and 
adduction of the right arm took place intermittently 
The blood urea was 33 mg. per 100 ml. the cerebral 
spinal fluid was clear and under normal pressure, and 
its contents were normal. The patient did not appear 
to be suffering from pain at any time, but gradually 
developed signs of basal pneumonia. On 6th March 
she was deeply comatose and cyanosed, with a tem- 
perature of 100°F., pulse 100 per minute, respirations 
26, and moist sounds were present over both lungs 
She died on 7th March, 13 days after delivery, and 
6 days after the onset of the cerebral complications 


At postmortem examination, the findings, 
checked microscopically, were as follows: 

A recent and organizing infarction of the 
myocardium of the left ventricle of the heart was 
present, mainly at the apex, but extending on to 
the lower part of the anterior and posterior walls 
and the inter-ventricular septum, with a mass of 
friable easily detached antemortem thrombus, 
4 cm. in diameter, on the overlying endocardium. 
There was an antemortem thrombus in the 
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lumen of the descending branch of the left 
coronary artery. The coronary arteries and the 
aorta showed evidence of only very slight 
atheroma. In the brain, an antemortem embolus 
of similar appearance to that in the heart blocked 
the lumen of the otherwise healthy left middle 
cerebral artery and the left posterior communi- 
cating artery, and there were multiple areas of 
recent softening and haemorrhage in the left 
basal ganglia and in the adjacent cerebral cortex. 
A small organized thrombus was present in the 
superior longitudinal sinus. The lungs showed 
the changes’ characteristic of broncho- 
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pneumonia, and there was a recent infarct 1 cm. 
in diameter in the left kidney. 


The postmortem examination was performed 
by Dr. P. M. Peters of the Central Histological 
Laboratory, Whittington Hospital. 
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STROMATOUS endometriosis is a name applied to 
an uncommon type of uterine neoplasm charac- 
terized by the morphological resemblance of the 
proliferating tissue to endometrial stroma. Park 
(1949), in an admirable review of the subject, 
collected and tabulated particulars of 50 cases 
(including 5 of his own), which he regarded as 
examples of so-called “ stromal” or “ stroma- 
tous endometriosis ”, and 2 additional cases have 
recently been reported by Maycur and Alexan- 
der (1951) 

These tumours were described under many 
different names, including “ perithelioma ” 
(Doran and Lockyer, 1909), “ fibromyosis ” 
(Frank, 1932), “endometrioma” or “ endo- 
metriosis interstitiale " (Goodall, 1940; Miller 
and Tennant, 1944; De Carle, 1945), “* stromal ” 
or “ stromatous endometriosis (Robertson et 
al. 1942; Goodall, 1943), and “ endolymphatic 
stromal myosis ” (Henderson, 1946). But the 
resemblance of the tumour tissue to endometrial 
stroma, first emphasized by Casler (1920), was 
present in all cases; it 1s clear from the published 
data that the tumours closely resembled each 
other and that their pathological features were 
sufficiently distinctive to justify the recognition 
of stromatous endometriosis as an entity. 

Nevertheless, considerable variation in the 
macroscopic and microscopic appearances is 
possible, and it is as an example of stromatous 
endometriosis with some uncommon features 
clinical as well as pathological—that the follow- 


ing case 1s described 


Cast RecorD 


M B 1... aged 34, a 3-para, was first seen in 
May 1949. Her complaint was of irregular and ex- 
cessive vaginal bleeding for approximately 12 months, 
menstruation recurring every 14 to 16 days and last- 
ing 8 to 10 days, with never more than one week's 
freedom from blood loss. There had been no previous 
menstrual disturbance. Pain was not complained of, 
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nor was vaginal discharge. 
and micturition normal. 

Clinical examination. The general condition was 
poor, and there was severe anaemia (haemoglobin 30 
per cent; red blood corpuscles, 2,600,000 per c.mm.). 
Abdominal examination revealed an apparently solid, 
nodular, pelvic tumour, limited in mobility, and 
reaching two-thirds of the way to the umbilicus. The 
vulva and vagina were normal. The cervix was parous 
but healthy. The pelvis was occupied by a nodular 
tumour continuous with the abdominal mass, with 
one large firm swelling anteriorly——-probably the 
enlarged uterus—and multiple smaller tumours of 
somewhat softer consistency in the pouch of Douglas. 
Though limitation of mobility suggested the possibility 
of error, the presumptive diagnosis was uterine 
fibroids 

First operation, 19th May, 1949. Laparotomy (after 
blood transfusion) showed the uterus regularly en- 
larged to the size of a grapefruit and partly fixed. 
There were several quite large cystic swellings (up to 
the size of a walnut) behind the uterus and many 
smaller new growths, some cystic, others solid, in- 
volving the peritoneum, tubes, and ovaries. The 
pouch of Douglas was obliterated and the pelvis 
largely filled by nodular growths, many of which 
broke away on exploration. Further peritoneal 
deposits were scattered widely about the omentum and 
mesentery and on the parietal peritoneum; some 
were present even in the upper abdomen. The cystic 
swellings were thin-walled and more or less trans- 
lucent. The solid deposits were yellowish-white, 
mostly firm or elastic but some were softer and 
friable. The appearances were those of a malignant, 
possible sarcomatous, and scemingly “ inoperable”, 
condition, and after removing representative growths 
for biopsy the abdomen was closed. Curettage was 
then performed, and produced “ lumpy ”, fragmented, 
and friable material, having the characteristics of 
malignancy Subsequent histological examination, 
however, showed that the intra-abdominal nodules and 
the curettings, whilst possessing some superficial re- 
semblance to a spindle-cell sarcoma, were in actual 
fact composed of tissue more or less identical with 
midcycle endometrial stroma. The condition was, 
therefore, presumably one of stromal endometriosis. 

There was some temporary improvement after 
operation, but very soon there was a return of severe 
bleeding, with menstruation irregular anc excessive, 
lasting 10 to 14 days and recurring every 14 to 2! 


The bowels were regular 
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days. In view of the quasi-benign nature of the 
neoplasm further laparotomy was undertaken. 

Second operation, 23rd November, 1949. The intra- 
abdominal! condition was found on exploration to be 
very much as before, with the uterus enlarged, the 
pelvis occupied by innumerable solid and cystic masses 
and many widely scattered peritoneal deposits. Total 
hysterectomy and bilateral salpingo-oéphorectomy 
was performed, together with removal of many of the 
nodular cystic swellings, although considerable neo- 
plastic tissue was left behind. The post-operative 
convalescence was uneventful, and there was pro- 
gressive improvement in the general condition. 

The patient has been kept under observation and 
up to the time of writing—nearly 3 years after the 
initial operation—she remains very well and free from 
pain; there is no bleeding or discharge. On pelvic 
examination a little residual infiltration remains in the 
fornices, but there is no evidence of recurrence in the 
pelvis. 

Pathological findings. The uterus, removed with 
tubes and ovaries, is moderately and symmetrically en- 
larged, the body being 8 cm. long and its walls 2.5 em. 
thick. The uterine cavity, 3.5 cm. across in its widest 
part, is distended by a dense polypoidal mass of pale, 
rather firm, tumour tissue, on section of uniform 
rubbery consistency and free from haemorrhage. 

The muscular wall shows a finely trabecular 
pattern but its vessels are not unduly prominent and 
there is no naked-eye evidence of venous invasion by 
growth. The serous coat bears shaggy adhesions and 
is studded with small masses of neoplastic tissue of 
the same consistency as the intra-uterine tumour. Both 
tubes are distorted and thickened, and together with 
the ovaries form irregular conglomerate masses 
partially obscured by tumour tissue, which here takes 
the form partly of solid rounded masses, partly of 
grape-like clusters of semi-translucent thin-walled 
cysts containing clear fluid. These structures are 
clearly identical with the widely scattered intra- 
abdominal biopsy material removed at the first 
laparotomy. It is to be noted that, while many of 
the solid tumour masses show a uniform pale cut 
surface, unrelieved by cyst formation or haemor- 
rhage, others contain cystic spaces of varying size, 
so that all gradations are found from completely solid 
to completely cystic form. 

Histology. Sections from the intra-uterine poly- 
poidal mass show a uniform microscopic , structure, 
composed of round or oval cells possessing well- 
defined nuclei and relatively scanty, finely granular, 
cytoplasm. Mitoses are very scanty and the impres- 
sion given is one of orderly differentiation to a cell 
pattern identical with that of mid-cycle endometrial 
stroma (Fig. 1). The blood-vessels are small and 
scanty, but evidently adequate for nutrition, for no 
areas of necrosis are present. No endometrial giands 
can be identified in the bulk of the tumour, but its 
surface is covered by a thin layer of- attenuated 
epithelium, which at wide intervals dips down to form 
occasional superficial cystic glands of inert appear- 
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ance. On its deep aspect the tumour tissue is well 
demarcated from the myometrium, which appears to 
be compressed but not infiltrated by the expanding 
growth; numerous sections of the myometrium have 
failed to show any permeation of veins or lymphatics, 
or any diffuse invasion of the musculature by the 
tumour cells. 

Microscopically the peritoneal nodules show a re- 
markable pleomorphism which is not present in the 
uterine tumour. Many of these nodules contain 
cysts of varying size; microscopically these are seen 
to be not degeneration cysts but secretion cysts, 
possessing a smooth cellular lining in which in places 
an epithelioid polarity may be discerned, and it may be 
that in these cyst walls an early or incomplete differ- 
entiation from precursor stromal cells into epithe- 
lium is being witnessed. More rarely evidence has been 
found of more complete differentiation. A somewhat 
unexpected finding in one of the solid peritoneal 
nodules is shown in Fig. 2, where a small cavity 
of irregular shape is seen to be lined by a frankly 
columnar epithelium. Further sections taken at 
random from other solid masses have also shown 
similar appearances, so that there is evidence in many 
places of attempted differentiation from a stromal 
anlage to recognizable if imperfect formations approxi- 
mating to endometrial glands. 

The cellular structure of the thin-walled “ hyda- 
tidiform ™ cysts is peculiar and difficult to interpret. 
It is of very flimsy texture, composed of stellate or 
elongated bipolar cells with irregular nuclei and re- 
latively abundant cytoplasm loosely embedded in an 
amorphous mucinous stroma, an appearance not 
unlike that of Wharton's Jelly (Fig. 3). Blood 
capillaries are prominent and contain numbers of 
polymorph leucocytes, although there is no attendant 
stromal infiltration suggesting any local inflammatory 
condition. Externally the cyst walls are covered by 
attenuated peritoneum: their inner surfaces for the 
most part show a similar attenuated layer of 
boundary cells, which in places, however, tend to 
assume a cuboidal or a short-columnar form. 

The tendency to pleomorphism is further demon- 
strated in Fig. 4. The absence of any inflammatory 
reaction is to be noted and the appearance here sug- 
gests that this represents yet another and unusual 
type of differentiation from stromal cells to recog- 
nizable vascular endothelium forming flimsy blood- 
vessels containing red corpuscles. 


DISCUSSION 


So far as can be judged from published des- 
criptions of stromatous endometriosis, whilst the 
pathological features are reasonably charac- 
teristic, there is no distinctive symptom complex. 
The common clinical finding is symmetrical 
enlargement of the uterus. Macroscopically, the 
neoplastic tissue, white or yellowish and usually 
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elastic in consistency, 1s deposited in the myo- 
metrium, most often as countless branching 
cords, contained within “ channels” of fibro- 
muscular matrix, sometimes in islands blending 
intimately with the myometrium. Often the 
cavity of the uterus is invaded with the produc- 
tion of polypoid masses. Occasionally, extension 
from the uterus may involve the broad ligaments 
but very rarely is the peritoneum invaded. 
Microscopically, the characteristic appearance ts 
of solid masses of round or oval cells closely 
resembling those of the mid-cycle endometrial 
stroma. The cell pattern is generally uniform 
with no pleomorphism; any tendency to differen- 
tiation to a distinctive tissue pattern is quite 
uncommon. Mitoses are infrequent. 


The case now published is of interest from a 
number of points of view. The only symptom 
was haemorrhage—so severe as to necessitate 
blood transfusion—and whilst Mayeur and 
Alexander (1951) noted this as an outstanding 
symptom, it does not appear to have been so 
pronounced in the other recorded cases. 


E-xtra-uterine extension has been noted in only 
a few recorded cases and has mostly been limited 
in extent. The widespread extension in_ the 
present case, not by any means confined to the 
pelvis, and the variety of the neoplasms, are both 
remarkable. The intraperitoneal deposits showed 
every gradation from small solid nodules to quite 
large semi-translucent cysts. The pelvis and 
lower abdomen were filled with neoplastic tissue 
and some was in the upper abdomen. The 
* worm-like ” extensions of the growth noted by 
many authors were not seen in this case and it 
has to be emphasized that careful microscopic 
examination failed to reveal any obvious inva- 
sion of the myometrium which was merely com- 
pressed by, but well demarcated from, the intra- 
uterine tumour 


Whilst the bulk of the pathological material 
has shown an expected appearance of stroma- 
tous endometriosis with solid sheets of cells of 
uniform pattern resembling those of the endo- 
metrial stroma, in isolated areas a remarkable 
pleomorphism has been observed with appear- 
ances demonstrating a considerable capacity on 
the part of the stromal cells for differentiation 
into myxomatous, secretory, and vascular 
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epithelium, and finally into adult endometrial 
glandular formations. 

It would be unwise to do more than speculate 
as to the nature of stromatous endometriosis on 
the basis of this solitary case. But it may be 
observed that Park (1949), as a result of his 
review of all the available material, concluded 
that the evidence that the condition is a variant 
of genuine endometriosis is not strong. He 
regarded it as an abnormal tissue overgrowth 
developed from some precursor cells and dif- 
ferentiated to a stromatoid appearance, arising 
“by a process of multifocal in situ tissue dif- 
ferentiation ”. 

Certainly the condition has all the characters 
of a neoplasm, and although there is much to be 
said for abandoning the term “ stromatous 
endometriosis ” the name “ stromatoid mural 
sarcoma ” suggested by Park (1949) is hardly 
satisfactory, if only because of its implication of 
extreme malignancy. Though in 5 of the 43 
cases analyzed by Park the patient died as a 
direct result of the disease with recurrence in 
the pelvis, the prognosis is clearly different from 
that-of most other sarcomata. As witnessed by 
the present case, the clinical and pathological 
features are to be regarded as those of a neo- 
plasm characterized by an overgrowth of 
abnormally differentiated heterotopic tissues; a 
hamartoma of adult life. 


SUMMARY 


A pelvic tumour with unusual characters is 
described as a further example of so-called 
stromatous endometriosis. The particular fea- 
tures of the case are indicative of a neoplastic 
overgrowth of abnormally differentiated hetero- 
topic tissues. 


I wish to record my thanks to Professor H. J. 
Drew Smythe for permission to publish this case 
and to Dr. A. L. Taylor who examined and re- 
ported on the pathological material. 
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Saint Bartholomew 


Iut following case is briefly reported in the 
belief that it presents certain unique features 
and illustrates some of the intra-abdominal 
hazards of uterine perforation 

| was summoned to a nursing home by a 
practitioner who gave me the following history : 
A married woman with 3 children had been 
diagnosed as a case of incomplete abortion, 
and he had that morning performed a dilatation 
of the cervix and exploration of the uterus with 
ovum forceps. He informed me that he was a 
littke uneasy at the distance to which his instru- 
ment had passed and thought he might have 
perforated the uterus 

The patient was still anaesthetized when | 
examined her. Her colour was fair, her pulse 
80, and abdominal examination was not infor- 
mative. There was only a slight vaginal loss. 
Her general condition did not impart a sense of 
urgency or disaster to the casual observer. 

Before proceeding to make a vaginal exami- 
nation I inspected the trophies of the curettage 
and was shown a structure purporting to be the 
umbilical cord. Certain features were impres- 
sive: there was no tortuosity: the surface was 
rough; there was only one small lumen and the 
calibre and length exactly suited that of the 
ureter. On this observation and the assurance 
of the theatre sister, a wise and experienced 
woman, that she had actually seen maternal 
bowel in the vagina during the operation, | 
decided to open the abdomen 

In anticipation of trouble a blood transfusion 
Was first organized, an expert anaesthetist and 
assistant summoned, and a set of instruments 
prepared sufficient to cover any intra-abdominal 
emergency, ¢g., resection and anastomosis of 
gut. These preparations took some time, and 
over an hour had elapsed before the patient, 
sull unconscious from the first anaesthetic, was 
again ready on the table. In this short interval 
her condition had significantly deteriorated and 
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she was now a shocked and extremely ill 
woman. Passage of a catheter revealed frank 
blood in the urine. 


Anaesthesia (Dr. H. Woodfield Davies) 

Premedication consisted of atropine sulphate, 
gr. 1/100, by injection; induction was by 
nitrous oxide, oxygen and ether, and nasal 
intubation was performed with a No. 8 Magill 
tube. The patient was maintained on oxygen 
and ether. 


Transfusion (Dr. H. F. Brewer) 

Two pints of blood were given during the 
operation, followed by one pint of 4 per cent 
glucose and 0.18 per cent saline on return to 
bed. 


Operation 

A generous sub-umbilical midline incision 
revealed an abdomen full of blood which was 
rapidly scooped out to reveal the following: 

(1) The uterus was ruptured from the internal 
os on the right side up to the right round liga- 
ment. It was of a size corresponding to a 12- 
weeks gestation. It was partly inverted through 
the rent. 

(2) The right tube and ovary had been 
avulsed and were lying free in the pouch of 
Douglas. 

(3) A decapitated 12-weeks ovum was lying 
alongside the right tube and ovary in the pouch 
of Douglas. 

(4) The right ovarian artery was torn across 
at the base of the ovario-pelvic fold, but the 
intima had retracted and there was little 
bleeding. 

(5) The right broad ligament was so exten- 
sively damaged as to be unrecognizable. 

(6) The right uterine vessels were torn across 
in the base of the broad ligament with exten- 
sive damage to the upper fibres of Mackenrodt’s 
ligament. 
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Top left shows right tube and ovary: ovary contains corpus luteum of pregnancy. Top right 
shows right kidney. Underneath and to left, right ureter which was avulsed by first operator 
Below and to left ts uterus perforated from internal os to fundus: cavity contains decidua 
and blood clot and decapitated foetus which has been replaced in its lawful position 


(It will be remembered that at operation the foetus was lying free in the pouch of Douglas 
Bottom right. length of ileum showing ragged hole in mesentery and bruising and damage 
to bowel wall beyond this 
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AN UNUSUAL URETERIC CATASTROPHE 


(7) A very large peritoneal rent passed from 
the right utero-sacral region along the medial 
side of the caecum as far as the right kidney. 

(8) There was no right ureter to be found. 

In view of this extensive damage it was 
decided to search the gut for possible injury 
and this was rapidly explored from stomach to 
rectum. In its middle region the ileum was 
found to be badly bruised, the mesentery was 
torn, and the vessels in the region of the tear 
were thrombosed. Some small vessels in the 
region of the right renal pedicle were damaged 
and bleeding. 

Having satisfied ourselves of the total extent 
of the damage, the following steps were taken: 

(1) A sub-total hysterectomy. I felt on this 
occasion that the most enthusiastic supporter 
of the total operation would forgive this mis- 
demeanour. 

(2) A right salpingo-oéphorectomy —already 
performed. 

(3) Ligation of the right uterine and ovarian 
vessels. 

(4) Resection and end-to-end anastomosis of 
the damaged area of small gut—30 cm.—in order 
to ensure an undamaged mesenteric blood 
supply. 

(5) The incision was now extended above and 
through the umbilicus and the right colon dis- 
placed medially. The peritoneum was incised 
over the right kidney and this was removed 
after making sure of the integrity of the left 
kidney and ureter. 

(6) All incised and torn peritoneum was sewn 
up and a small retroperitoneal drain inserted. 

(7) The peritoneal cavity itself was then 
closed without drainage. 

The total operating time was 50 minutes, 
most of which was spent in exploring and assess- 
ing the intra-abdominal damage. 


Postoperative Progress and Treatment 


The patient was returned to her bed with an 
infusion of glucose saline running, which was 
taken down after the administration of one pint, 
the patient being then conscious and drinking 
well. The haemoglobin on completion of the 
operation was 74 per cent (Haldane). Generous 
antibiotics were given (penicillin and strepto- 
mycin) and morphine gr. 1/6, 6-hourly for 48 
hours. Urinary excretion was at first unsatis- 


851 


factory and, in order to protect the lone kidney 
from a possible cortical necrosis, a modified 
Bull diet was given until a normal renal function 
was established on the 4th day. The haemo- 
globin on the 10th day had receded to 58 per 
cent; a further transfusion of a pint of packed 
cells raised the level to 70 per cent and was 
followed by general improvement; the patient 
left the nursing home on the 22nd day. 

Two months after her operation she reported 
for a final examination, looking very well, and 
complaining of no symptoms. Abdominal and 
pelvic examination was satisfactory, and sub- 
sequent reports on her progress have all been 
good. 


COMMENTS AND DISCUSSION 


(1) Instrumental perforation of the non- 
pregnant uterus is no rarity, though it more 
commonly occurs during the evacuation of the 
products of conception. The author knows of 
13 cases of uterine perforation occurring in one 
hospital in the last 4 years. 

(2) The commonest offender is the uterine 
sound, with the ovum forceps a close second. 

(3) The ritual passage of a uterine sound as 
a preliminary to a curettage is said to ascertain 
the length and direction of the uterus. Both 
these facts are better and more safely elicited 
by a proper bimanual examination. 

(4) The use of dilators should be restricted 
to the cervix and it is unnecessary and danger- 
ous to pass them beyond the internal os. 

(5) The ovum forceps can be dangerous in 
two ways. It may perforate the uterus when 
introduced too forcibly and too far, and when 
closed it may grasp and on withdrawal avulse 
the uterine wall. 

(6) The following technique should be used 
with the ovum forceps. It should be held lightly 
and passed gently until the fundus is appreci- 
ated. It should then be withdrawn slightly, 
opened, and closed. Next it should be rotated 
through a right angle and withdrawn completely. 

(7) If anything resembling large or small 
maternal bowel has been seen, the abdomen 
must be opened at once, although the patient’s 
condition may not be immediately alarming 
and may inspire a false confidence. 

(8) The gut must be searched from stomach 
to rectum as in cases of gunshot wounds of the 
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abdomen. A local pelvic survey is inadequate good anaesthetist, an expert assistant, and a 


and dangerous. 


(9) A gynaecologist who opens the abdomen 
must be prepared to stray into the sacred pre- 
cincts of the general surgeon and should master 
at least the elements of gastro-intestinal and 
urological surgery. His instrument kit should 
include the bare essentials of his sister 
specialties. 


(10) Before embarking upon an_ uncertain 
abdominal adventure it is essential to have a 


blood transfusion prepared. 


It gives me pleasure to acknowledge the help 
of my team: Dr. H. Woodfield-Davies for a 
smooth and competent anaesthetic; Mr. J. J. 
O'Sullivan for assistance at the operation and 
criticism and help in writing this paper; Dr. H. 
F. Brewer for resuscitation, transfusions, and 
pathological work. I also wish to thank the 
photographic department of St. Bartholomew’s 
Hospital for the photograph. 
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ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 


A MEETING of the Council was held in the College House on Saturday, 26th July, 1952. 
with the President, Dame Hilda Lloyd, in the Chair. 


Arthur Alexander Gemmell, Esq., M.C., T.D., M.A., M.D., F.R.C.S.E.. F.R.C.O.G., 
was elected President and will assume office in October. 


Professor Gilbert Innes Strachan, M.D., F.R.C.P., F.R.C.S., F.R.C.O.G., and 
Arthur James McNair, Esq., M.A., M.B., B.Ch., F.R.C.S., F.R.C.O.G., were elected 
Vice-Presidents. 


The following officers were elected : 


Honorary Treasurer 
Arthur Capel Herbert Bell, Esq., M.B., B.S., F.R.C.S., Hon.M.M.S.A., F.R.C.O.G. 


Honorary Secretary 
Humphrey G. E. Arthure, Esq., M.D., F.R.C.S., F.R.C.OG. 


Honorary Librarian 
Arthur James McNair, Esq., M.A., M.B., B.Ch., F.R.C.S., F.R.C.OG. 


Honorary Curator of the Museum 
Aleck William Bourne, Esq., M.A., M.B., B.Ch., F.R.C.S., F.R.C.O.G. 


Honorary Treasurer, Australian Regional Council 
Professor Bruce T. Mayes, M.V.O., M.B., B.S., F.R.C.S.E., F.R.A.C.S., F.R.C.0.G 


Honorary Treasurer, New Zealand Regional Council 
Herbert Kenneth Pacey, Esq., M.B., Ch.B., M.D., F.R.C.S., F.R.A.C.S., F.R.C.O.G. 


Sir Stanford Cade, K.B.E., C.B., F.R.C.S., was invited to attend meetings of Council 
as representative of the Council of the Royal College of Surgeons. 


The foliowing were elected to the Membership : 


Janki Devi Arora Charles Primrose Douglas 

Lily Arratoon Robert Dowie 

John L. M. Bean Sunit Kumar Dutt 

Anil Chandra Bhoumik Aileen Christina Foley 

Charles Hubert Borsman Michael Shine Forrest 

George Harold Burgess Douglas Frederick Perry Gordon 
George Gordon Champion William John Gordon 
Sivaccolunthu Chinnatamby Julius Juel Handler 

Geoffrey Roger Clare Alexander Hunter 

Joseph Frederick Correy Daphne Masuda Elnalene Kayton 
Norman Keith Crooke lan Alexander McDonald 
George Edwardes Cummins Margaret Whyte Macgregor 
Alexander Michael Dawson Thomas Patrick Magee 

Roger Dochene De Vere Thomas McGregor McNie 


Douglas Thomas Dodds 


Alexander Glynn Mathew 
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Philip Roger Myerscough 
Jeremiah Gerard O'Sullivan 
Marjorie Mima Paterson 
Alexander Persey 

Evelyn Peters 

Gordon Wells Prueter 
Delmont Puflett 

Marie Quadros 

Michael Bertram Quane 


Lily Arratoon 

Janki Devi Arora 

John L. M. Bean 

Anil Chandra Bhoumik 
Alan Drury Harling Browne 
George Harold Burgess 
George Gordon Champion 
Sivaccolunthu Chinnatamby 
Geotirey Roger Clare 
Joseph Frederick Correy 
Norman Keith Crooke 
George Edwardes Cummins 
Alexander Michael Dawson 
Roger Dochene De Vere 
Douglas Thomas Dodds 
Charles Primrose Douglas 
Robert Dowie 

Sunit Kumar Dutt 

Joseph Firth 

Aileen Christina Foley 
Michael Shine Forrest 
William Thomson Fullerton 
Robert Lisle Gadd 


Douglas Frederick Perry Gordon 


William John Gordon 
Julius Juel Handler 


The following were admitted to the Membership: 
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Bibhuti Bhusan Rakshit 
Harry Rees 

Diaa Seif-Eldin 
Clifford Alan Simmons 
Edmund Lorimer Trott 
Mary Elizabeth Walker 
Robert Algar Warren 
Harold Bernard Watson 
John Arfon Williams 


A MEETING of Council was held at the College House on Friday, 26th September. 
1952, with the President, Dame Hilda Lloyd, in the Chair. 


Alexander Hunter 


Daphne Masuda Elnalene Kayton 


Robert Duncan Macbeth 
lan Alexander McDonald 
Margaret Whyte Macgregor 
Thomas McGregor McNie 
Thomas Patrick Magee 
Alexander Glynn Mathew 
Philip Roger Myerscough 
Eric Patrick Dudley O'Neill 
Jeremiah Gerrard O'Sullivan 
Marjorie Mima Paterson 
Alexander Persey 

Gordon Wells Prueter 
Delmont Puflett 

Marie Quadros 

Michael Bertram Quane 
Bibhuti Bhusan Rakshit 
Harry Rees 

Monica Mary Agnes Reford 
Clifford Alan Simmons 
Edmund Lorimer Trott 
Mary Elizabeth Walker 
Robert Algar Warren 
Harold Bernard Watson 
John Arfon Williams. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


1952 


A meeting of the North of England Obstetrical and 
Gynaecological Society was held in the Institute of 
Pathology, Leeds, on Friday, 28th March, 1952. The 
President. Mr. P. Malpas, was in the chair. 


Marcu 


Professor A. M. Claye described a case of 
A Larce Dermoip Cyst 


The patient was an unmarried woman of 55, seen 
by courtesy of Dr. Mellis of Leeds. Her periods had 
ceased at 50. Just after Christmas 1951 she complained 
of pains about the right costal margin, which gradually 
worsened and passed to the other side. Her abdomen 
had been increasing in size for about 2 years. 

On examination there was a uniform enlargement 
of the abdomen with no tumour margins palpable. A 
fluid thrill was not made out, and there was dullness 
to percussion all over. The patient was virgo intacta. 
On rectal examination a bulge was felt which was 
thought to be the lower end of a cyst. 

At laparotomy about 3 weeks later a large ovarian 
cyst was seen and tapped. The fluid was thick and 
brownish, and emerged with difficulty from the 
cannula: suction was therefore applied. The cyst was 
slowly drained and ultimately delivered from the 
abdomen, there being no adhesions. It arose from the 
left side and was removed. When it was further opened 
it became evident that it was a dermoid cyst. The cyst 
contents were of the usual type, and it contained a 
good deal of hair, much of which was growing from 
the lining. A small elongated area was firmer than 
the rest and about the consistency of cartilage, but 
histologically consisted only of fibrous tissue, muscle, 
and squamous epithelium. The most striking content 
was a hundred or more rounded fatty bills. mostly 
about the size of marbles. 

A normal right ovary was also removed and the 
stumps were peritonized. Appendicectomy was per- 
formed and the abdomen closed. The patient made a 
good recovery and was discharged on the 17th day. 

The two unusual features of the cyst were its 
enormous size and the fatty balls. He could not recall 
ever having seen a dermoid cyst reaching above the 
umbilicus before: after tapping. it weighed 1 pound 
2 ounces and in addition 22 pints of flu:d were with- 
drawn and measured. 

He was indebted to their Pathologist, Dr. Lissimore, 
for certain investigations on the cyst. 

His report on the cyst was as follows: 
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“ An immense ovarian cyst, ruptured when received, 
with hair growing from the inner coat. The wall 
averaged }-inch in thickness. The sebaceous contents 
were a collection of smooth spheres about j-inch 
in diameter. Histologically, a teratoma of the com- 
mon type, apart from its huge size. Apart from simple 
epithelial structures there were only a few lymph- 
nodes representing mesoblast and nothing hypo- 
blastic. The sebaceous spheres were laminated 
concentric masses of sebum.” 

Two members of the North of England Obstetrical 
and Gynaecological Society, Leith Murray and Jeff- 
coate (1932), had described a somewhat similar cyst. 
It was very large, weighing over 2 stones (29 pounds 
4 ounces) but its main content, apart from many 
thousands of fatty pellets, was a solid, fatty, pultaceous 
mass of the consistency and appearance of yellowish 
putty. This was mostly squeezed through the opening 
in the cyst after tapping, very much as toothpaste is 
expressed from a collapsible tube. The contents of 
the present cyst, on the other hand, apart from the 
pellets, were what one normally expected to find in a 
dermoid. 

In size the Liverpool and Leeds cysts were similar, 
but the former cyst was bald, like most of those pre- 
viously described in the literature, whereas in the latter 
the hair was attached. Neither had an embryonic 
rudiment: both had an elongated linear thickened area. 
In both the pellets were lighter than the fluid in which 
they were contained. A few from the Leeds cyst were 
opened, and hair was not found at the centre: it was 
found in some pellets of the Liverpool case. 

Bland-Sutton (1917), Professor Claye continued, in 
his book Tumours, Innocent and Malignant, mentioned 
regarding dermoids that “in very rare specimens the 
shed epidermis and fat form rounded pill-like bodies : 
in one specimen the number amounted to 3,930.” 

Victor Bonney had reported a case to the Obstetric 
Society of London in 1902. The patient was 49, the 
cyst being universally adherent, with one complete twist 
of the pedicle, and containing 2 quarts of “ brownish 
grumous fluid.” The cyst was bald, and hairs were 
found in all the pellets opened. Bonney collected 
from the literature 7 cases, 2 of which were not ovarian 
(one lingual, ‘one scalp). At least 2 had twisted 
pedicles, and at least 2 were bald. Bonney was inter- 
ested in the method of formation of the pellets. He 
suggested that the presence of serous fluid in which 
sebaceous matter was insoluble was responsible, and 
that the fact that the pellets and the fluid were of about 
equal specific gravity helped their formation. Probably 
at some time there was an effusion of serous fluid into 
a sebaceous mass, which was broken up into spherical 
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bodies by movements of the trunk. He produced 
pellets experimentally by shaking soft wax in a non- 
solvent like alcohol, gum or water. He thought little 
of the theory held by Rokitansky that the pellets were 
produced by axial rotation, the agitation being “ far 
too slight and brief.” One attractive comment in the 
discussion of Bonney’s case was made by Heywood 
Smith, who, “ when mountaineering in the high Alps, 
had observed, when he carried warm tea in a padded 
bottle where milk had been added, that owing to the 
churning to which it had been subjected all day, the 
cream had separated into small balls about the size 
of pills when the tea was poured out.” 

Dr. Lissimore had mentioned this present case to an 
engineering acquaintance, who said that steel ball 
bearings were made in a somewhat similar manner 
Subsequently Professor Christopherson of the Univer- 
sity of Leeds provided a reference about their manu- 
facture in a book by C. M. Linley (1924). That author 
described how pieces of steel wire, pressed roughly to 
a spherical shape, were placed in a large steel hopper 
called a tumbling machine, wherein the balls were 
tumbled together for one or two days in oil with a 
grinding agent. The tumbling action was not further 
described but an accompanying photograph of the 
machine showed that the hopper both rotated and 
moved through a wide angle in the vertical plane. 
Thus each ball was subjected to movements in all three 
dimensions. Finally they were polished in another 
tumbling machine, made of wood, without any grind- 
ing agent. Linley added that the success of all this 
depended on the fact that the operations were per- 
formed on a very large number at once 
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Discussion 
The President had seen one dermoid cyst which had 
reached up to the umbilicus. When tapped, fluid 
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Number of cases 101 
Live births 76 
Sullbirths 4 
Miscarriages 9 
Became pregnant again 59 
Per cent 58.4 
Did not become pregnant again 42 


Per cent 


30 and under 


Control 


escaped, and the patient died of peritonitis several 
weeks later. He therefore thought tapping contra- 
indicated in a dermoid cyst. 


Dr. Lissimore suggested that gall-stones and pills 
would be formed in a similar fashion to these pellets. 


Mr. Dale recalled a specimen in the Manchester 
University Museum which contained fatty balls. On 
section, these showed hair sheaths to which the fat 
had adhered. 


Professor Claye, in reply, remarked that had he 
known the nature of the cyst he would not have tapped 
it, although he had seen a dermoid leak at operation 
without complications. 


Dr. A. A. Smith read a note on 
FERTILITY FOLLOWING CAESAREAN SECTION 

During the last 20 years, said Dr. Smith, the number 
of Caesarean sections done at the Leeds Maternity 
Hospital had shown a steady rise. Lawrence (1950) 
had analyzed the extent of this rise and reasons for it. 
Yet from time to time the suggestion had been made 
that, although the immediate results were often good, 
the operation was frequently sterilizing in effect, or at 
any rate a deterrent to future pregnancies. 

He had, therefore, sent a letter to each patient who 
had had her first baby delivered abdominally between 
1930 and 1942 (inclusive) and who had been discharged 
from the hospital alive and with a live baby. There 
were 460. 

The only questions asked were: (1) How many mis- 
carriages have you had since? (2) How many babies 
have you had since? In order to establish a control 
group he had also written to 460 primigravidae of the 
same ages who had had a normal delivery during this 
period. 

Of the 460 women sectioned only 190 had replied, 
probably because of wartime removals and slum 
clearance schemes. The control group was even less 
forthcoming, particularly the elderly primigravidae. 
He had, therefore, written to an extra 50 ladies who 
at the age of 35 or over had been normally delivered 
of healthy babies in the middle of the period under 
review; 149 of the 510 controls had replied. 

The results of the inquiry were as shown in Table I 


31 and over 
CS 


Totals 


Control Contro! 


89 65 190 149 
% 33 27 109 103 

0 l 0 5 0 

6 3 2 12 8 
sO 31 18 90 68 
59.5 348 27.7 47.4 45.6 
34 47 100 81 
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Statistically the main fault in these figures was the 
high lapse rate in the responses, but there was probably 
very little difference between Caesarean section cases 
and controls in the matter of fertility. However, the 
people who did not reply could have easily upset the 
result so that some further check was desirable. 

At the 12th British Congress of Obstetrics and 
Gynaecology W. G. Mills (1950) of Birmingham had 
reported an investigation of his own into this question. 
Of 178 patients who had had Caesarean section more 
than 3 years before, 65 per cent had had no subse- 
quent pregnancy. Mills had used this, in a hesitant 
way. as an argument against Caesarean section. 

The present investigation, concluded Dr. Smith, 
carried the matter little further, but at present there 
did not appear to be much difference in subsequent 
fertility in primigravidae between those delivered by 
Caesarean section and those delivered vaginally. 
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Discussion 


The President noted that fertility after Caesarean 
section could be affected by the type of operation per- 
formed, for adhesions were almost the rule following 
the classical operation. Psychological factors were 
also important. 

Mr. C. M. Marshall said that the majority of papers 
on this subject suggested that Caesarean section 
lowered fertility. Some years ago, when section was 
done late in labour and there were few effective 
measures against infection, some degree of pelvic 
infection was not uncommon and infertility was un- 
doubtedly a subsequent risk. Nowadays, however, he 
believed that there was nothing in the operation itself 
which could have an adverse effect on subsequent 
conception, and that the infertility, when it did occur. 
was a voluntary decision on the part of the patient. 
Many years ago Tuscher followed up a series of single 
girls who had had abdominal delivery before marriage. 
Fertility in these patients after marriage was actually 
above the average! Mr. Marshall could not quite 
understand the value of inquiries such as this. Inter- 
esting as they were, the conclusions, whether adverse 
or favourable, were too indeterminate to have any 
influence on the obstetrician when making a decision 
for or against abdominal delivery in any particular 
case. 


Dr. D.C. A. Bevis read a short paper on 


THE MECHANISM OF PRODUCTION OF KERNICTERUS 


Yellow coloration of the liquor amnii and vernix 
of the foetus of a sensitized Rhesus-negative woman 
was rightly taken, said Dr. Bevis, to imply a grave 
prognosis for the child. One was not surprised if in 
such a case signs of cerebral irritation developed on 
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about the 4th day of life and the subsequent post- 
mortem showed that the brain was stained yellow— 
kernicterus. This yellow staining was usually ascribed 
to the presence of bilirubin, but he had been unable to 
discover who had first ascribed the colour to bile 
pigment. 

Much of the hypothesis he was to describe was based 
on work carried out on liquor amnii and to condense 
his findings he would follow the lines that this work 
laid down. 

Firstly, from a study of the relation of liquor bili- 
rubin to the cord haemoglobin of the foetus, it became 
obvious that the incidence of kernicterus was not 
related either to the degree of foetal anaemia, nor to 
the bilirubin content of the liquor. 

When, however, the relationship between the bili- 
rubin content of the liquor and the colour or icteric 
index of the liquor was studied some degree of corre- 
lation was found and, most important, the incidence of 
kernicterus was associated with a greatly increased 
coloration of the liquor. All the cases of kernicterus 
occurred when the icteric index reached a certain 
critical level. 

Dr. Bevis then digressed to present a brief account 
of recent work on haemoglobin breakdown, reported 
at the 1950 Congress of Haematology in Germany. The 
classical mechanism of haemoglobin breakdown, he 
said, was splitting of the porphyrin nucleus at one 
point with loss of iron and the protein, globin. The 
resulting substance was biliverdin which was subse- 
quently changed in the body into bilirubin (a tetra- 
pyrrole pigment). 

It has now been shown that the porphyrin nucleus 
can split at two points and, after losing iron and globin, 
the resulting substance was a dipyrrole pigment, 
propentdyopent. This was subsequently converted 
into pentdyopent and finally into a yellow pigment, 
mesobilifuscin. The pigment responsible for the in- 
creased yellow coloration of the liquor in cases of 
kernicterus had been identified as mesobilifuscin. 

Analysis of the yellow pigment in the brains from 
2 cases of kernicterus showed large quantities of 
pentdyopent and mesobilifuscin, but no bilirubin or 
biliverdin, even using extremely sensitive methods of 
detection. 

The mechanism of actual damage to the brain cells 
remained obscure. but although the dipyrrole pigments 
were much more toxic than the tetrapyrroles it seems 
unlikely that they themselves were solely responsible. 
The work of Day on the experimental production of 
kernicterus in rabbits had shown that brain tissue must 
first be damaged before it becomes stained with pig- 
ment. Kench, at Manchester Royal Infirmary, had 
found that dipyrroles were deposited in the anterior 
horn cells of the spinal cord in acute porphyria. The 
content of porphyrin in the brain in kernicterus was 
much increased, and this was a probable damaging 
agent. 

From the analysis of liquor amnii it was possible 
to predict the onset of kernicterus, and it was certain 
that this was an antenatal disease although no cases 
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of kernicterus had been demonstrated in stillborn 
infants. The probable explanation of this was that 
the placenta was able to deal with these pigments while 
the child was in utero, but, after delivery, the accumu- 
lation resulted in the classical signs appearing. This 
was undoubtedly the explanation of the absence of 
jaundice in the foetus in haemolytic disease of the new- 
born. The onset of kernicterus was not related to the 
bilirubin content of the blood of the neonate but 
became apparent when the bilirubin content reached 
its peak at the 4th day of life 

Dr. Bevis said that the production of dipyrrole pig- 
ments was inhibited by the enzyme catalase, and he 
had been able to demonstrate that the catalase con- 
tent of the placenta was appreciably reduced in the 
sensitized Rhesus-negative woman 

The following hypothesis could, therefore, be 
postulated. Rh antibody-antigen reaction in the sen- 
sitized Rhesus-negative woman resulted in a diminu- 
tion in the catalase content of the placenta, possibly 
by poisoning of the enzyme by the increased pro- 
duction of iron that he had recently reported. This 
reduction in available catalase resulted in increased 
production of porphyrins and dipyrrole pigment and 
the classical signs of brain damage were produced. 

Ihe onset of kernicterus could be prevented, Dr. 
Bevis concluded, by exchange transfusion, but, as had 
already been shown, the incidence of kernicterus was 
not related to the degree of anaemia of the foetus. It 
was, therefore, suggested that the liquor amnii should 
be examined in the antenatal period and, if increased 
production of dipyrrole pigment was found, replace- 
ment transfusion should be employed as soon after 
birth as possible. 


Discussion 


Dr. Lissimore found the paper beyond criticism 
In no other type of jaundice was the brain stained 
He hoped that one of the affected brains showing the 
colour had been retained for teaching purposes. 

In reply to other speakers, Dr. Bevis said that para- 
centesis to obtain liquor amnu was free from risk 
He had performed it 23 times on one patient. The 
seed of kernicterus was sown in the antenatal period, 
but the effect did not appear until the 4th day after 
birth 


Mr. D. W. Currie showed a film on 


COMBINED OPPRATION OF COLPORRHAPHY AND Fascial 
SLING 


Mr. Currie showed a film in which a Fothergill’s 
operation for the repair of prolapse was associated with 
a fascial sling, after the Aldridge technique. This 
operation, undertaken by two surgeons working 
simultaneously, had been performed during the last 
§ vears in the majority of women complaining of stress 
incontinence. He felt that stress incontinence was 
particularly a complaint for the gynaecologist and 
regretted the intrusion of the genito-urinary surgeon, 
mentioning 2 cases he had recently seen upon which 
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he had to do major plastic surgery for prolapse, 6 
months after the genito-urinary surgeon had inserted 
a sling. He was well aware of the fact that the bulk 
of cases of stress incontinence were cured by a well- 
constructed Fothergill’s operation, but as some were 
not, and subsequent operation was difficult in these 
cases, he thought that a combined operation had its 
uses, especially as the combination did not seem to 
lengthen the operation much nor cause undue shock. 
He had written to the first 100 women upon whom he 
had carried out this combined operation, and although 
some of the early cases might not have been stress 
incontinence, 92 of the 100 wrote to say that they were 
well satisfied; the other 8 complained that they were 
no better. On examination, none of them showed any 
pouting of the urethral orifice, laxity of the anterior 
vaginal wall, or demonstrable stress incontinence. 


Discussion 

The President commented favourably on the sub- 
cutaneous mobilization of the sling and on the use 
of suprapubic drainage, but thought that a crescentic 
perineal incision might cause dyspareunia. He him- 
self did not perform the Aldridge-type operation now, 
owing to the possibility of hernia occurring in the 
abdominal wound. 


Dr. J. W. A. Hunter congratulated Mr. Currie on 
his attempt to improve the operative technique for 
the cure of stress urinary incontinence. 

He did not think the prognosis for cure of stress 
urinary incontinence by vaginal operation was quite 
as good as some operators imagined. From a personal 
follow-up of 250 of his own cases treated by Fother- 
gill colporrhaphy, he had found complete cure in 65 
per cent, very marked improvement in 25-30 per cent, 
but in 5-10 per cent of cases the stress urinary incon- 
tinence was unrelieved. 

It would be easy to include the 25-30 per cent of 
improved cases in the complete cures, as they only 
admitted slight persistence of symptoms on rare 
occasions and under great stress, and after close cross- 
examination. 

He accepted Mr. Currie’s follow-up results with some 
reserve. He pointed out that in all operative pro- 
cedures for stress incontinence there was almost in- 
variably initial improvement or cure, but that relapse 
might occur as long as 4 or 5 years afterwards. 

In his own intractable cases he had found the sling 
operation, using a single verticle strip. and with a 
combined suprapubic and vaginal technique, the most 
satisfactorv, and one that gave a high percentage of 
cures. 

He thought that the reason why colporrhaphy alone 
sometimes failed to cure stress incontinence was that, 
although the bladder neck was elevated, the dislo- 
cation of the urethra from the posterior aspect of the 
symphysis was not reduced. 

He had been reflecting recently on the possibility 
of obtaining better results by a combination of col- 
porrhaphy and the Marshall and Marchetti supra- 
pubic operation. He thought this might give better 
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results than the combination of colporrhaphy with an 
unanatomical sling operation. 


Mr. C. M. Marshall emphasized the need for a 
rigorous inquiry into the nature of symptoms in any 
patient with stress incontinence and also for the most 
careful personal follow-up. There were few actual 
failures with sling operations. On the other hand there 
was a real risk that in a small percentage some degree 
of obstruction and difficulty would be substituted for 
the incontinence. He had had a few patients who had 
to resort to certain gymnastic feats before they could 
pass urine! He believed that the worst place to put 
a sling was round the vesical neck, and this was 
unavoidable in all cases treated by a purely supra- 
pubic approach. He now employed a greatly simpli- 
fied procedure using ox fascia. It could be inserted 
in a few minutes by using a small suburethral incision 
combined with a very small transverse suprapubic 
incision. The finished sling surrounded the urethra 
and the tendons of the rectus muscles and was giving 
very good results. The technique was utterly simple 
and the amount of operating was reduced to the 
absolute minimum. 
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In replying to the discussion Mr. Currie said that 
he now rarely used a suprapubic drain; that the V- 
shaped perineal incision undertaken for the colpoperi- 
neorraphy was a legacy of Mr. William Gough's, 
and if difficulty was met in bringing the skin edges 
together such difficulty could be relieved by putting 
the patient's legs down. 


He had seen only 1 case of post-operative hernia 
attributable to the removal of the fascia, and although 
it was true that the sling tended to slip up to the neck 
of the bladder unless it was fastened to the bone, it 
did not matter at which level the sling was placed. 
He had not encountered any damage to the bladder 
or urethra so common in other sling operations, and 
in none of his cases had there been persistent difficulty 
with urination afterwards. 


In choosing the cases for combined operation his 
principle had been that the cure of the prolapse was 
the chief aim and the sling an addition, and that added 
at the time of operation it was infinitely more simple 
to perform than when undertaken later when prolapse 
repair had failed to cure the stress. 
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CLINICAL REPORT FOR THE § YEARS 1946. 1950 

FROM THE DEPARTMENT OF OBSTETRICS 

AND GYNAECOLOGY, ST THOMAS'S 
HOSPITAL, LONDON, S.E.1 


IN this hospital it has been decided to abandon annual 
obstetric reports as the number of cases recorded 
annually in the past was considered too small accu- 
rately to give any reliable indication of the value of 
the work done by the Department, or to help in the 
assessment of any particular policy of treatment or 
management of any particular difficulty. Quinquen- 
nial reports will now be issued, of which this is the 
first 

Although emanating from the Department of Ob 
stetrics and Gynaecology the report is purely obstetric 
in character and follows the general lines of that 
recommended by the Royal College of Obstetricians 
and Gynaecologists, but with certain modifications to 
limit its bulk. With the same object, in the Pre- 
eclampsia, Essential Hypertension, and Chronic 
Nephritis table only those cases with maximum 
blood-pressures above 160/100 mm Hg or with heavy 
albuminuria associated with a lower blood-pressure 
have been tabulated. (The pruning of this table is 
but another expression of the regrettable fact that 
obstetricians have not yet been able to agree upon a 
satisfactory common standard for pre-eclampsia.) As 
this hospital deals with few unbooked cases a dis 
tinction is not drawn between booked and non-booked 
cases The cases of patients delivered at home, 
attended by the hospital staff, and who have had super- 
vision at the hospital antenatal clinics, are included in 
the report without any distinction between intern and 
extern cases 

The number of obstetric beds is not stated, but 
during the § years 3,930 deliveries, of which roughly 
60 per cent occurred in primigravidae, took place 
There were 3 maternal deaths (0.76 per 1,000), and 
113 stillbirths and 64 neonatal deaths, giving an infant 
mortality of 44.5 per 1,000 

Of the maternal deaths | was due to uraemia from 
suppurative pyelonephritis in a woman who happened 
to have had placenta praevia, death occurring on the 
10th day of the puerperium; | to suicide on the 17th 
day of the puerperium in a woman mentally disturbed 
and under psychiatric supervision; and in | (unbooked 
case), in whom eclampsia developed during labour 
and whose death occurred 7 hours after delivery 
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Autopsy revealed cerebral haemorrhage and mesen- 
teric thrombosis. This low maternal mortality must 
be a matter for satisfaction to all concerned especially 
when it is borne in mind that about 1 in 3 of all the 
patients in the report showed some abnormality. 

There is no air of complacency, however, in the 
report. On the contrary, it is objectively critical. Dis- 
satisfaction, for example, is expressed with the results 
of the management of persistent occipito-posterior 
position in which there was an infant mortality of 8.8 
per cent, and of breech delivery in which the un- 
corrected foetal mortality was 18.9 per cent in 
uncomplicated cases and 30.8 per cent in complicated. 
Comment is not made, however, on an incidence of 
28.7 per cent classical Caesarean sections in 143 
sections 

It would be a pity if this hospital’s decision to 
abandon a yearly report because of small numbers 
were to discourage some of the smaller units from 
keeping or starting to keep reports, for the keeping 
of them tends to force up the standard of work in 
those units where they are kept. There is nothing 
sacrosanct about a period of time. One centre finds 
it useful to publish a report on every 1,000 deliveries. 


CLINICAL REPORTS OF THE MATERNITY 
DEPARTMENT, GUY'S HOSPITAL, LONDON, 
FOR THE YEARS 1949 AND 1950 


Tuis hospital divides its cases into two categories, 
Class A (those patients living in the Guy's Hospital 
maternity district whether delivered in their own 
homes or in the hospital and whether or not they have 
attended the antenatal department during their preg- 
nancy) and Class B (all other patients). Class A is 
regarded as representing an average sample of the 
general population, although the hospital is now only 
responsible for approximately two-thirds of the total 
deliveries in the area concerned and although it deals 
with only one particular social class. 

In these two years the hospital was responsible for 
2.255 deliveries with 1 maternal death from mitral 
stenosis with congestive failure. Among the 2,274 
infants born there were 43 stillbirths and 35 neonatal 
deaths giving a combined foetal mortality of 3.4 per 
cent. The conservative practice in this hospital is 
reflected in a forceps rate of less than 1 per cent and 
a Caesarean section rate of 2.3 per cent over this 
period of 2 years. 
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CLINICAL REPORT OF THE MATERNITY 
DEPARTMENT OF PADDINGTON HOSPITAL 
FOR THE YEAR 1950 


Tuts is the first report published from the maternity 
department of this hospital, in which there are 95 
obstetric beds. During 1950 there were 1,979 deliveries 
without a maternal death and in the previous year, 
1949, there were 2,003 deliveries also without a 
maternal death. This makes a total of almost 4,000 
deliveries with no maternal mortality. This is a gratify- 
ing achievement and the staff of the hospital is to be 
congratulated. The percentage of non-booked cases 
is not high—3 to 4 per cent—but the hospital has had 
many complicated and potentially dangerous cases in 
its care, as perusal of the report shows. The stillbirth 
rate for the year was 18.6 per 1,000 total births and 
the neonatal death rate 10 per 1,000 live births. 

Among the cases of special interest is one of locked 
twins which were delivered by Caesarean section. The 
Caesarean section rate was 2.3 per cent (45 cases, of 
which rather more than half were classical operations). 
The forceps delivery rate was 4.1 per cent. 


ANNUAL REPORT FROM THE MATERNITY 
DEPARTMENT OF THE SOUTHERN GENERAL 
HOSPITAL, GLASGOW, FOR THE YEAR 1950 


Tue hospital has 63 obstetric beds in which 1,561 
patients were delivered with 5 maternal deaths (0.32 
per cent), 50 stillbirths, and 44 neonatal deaths. 

Two of the maternal deaths should probably be 
regarded as avoidable. 


One patient suffering from 
mitral stenosis with decompensation was admitted, 
when 22 weeks pregnant, to a medical ward for treat- 
ment and after one month in hospital was sent home 
with instructions to attend the antenatal clinic in one 
month’s time, which she did; but her exercise tolerance 
was found then to be very poor. For domestic reasons 
she declined re-admission then, but 5 days later she 
was re-admitted, moribund from congestive heart 
failure. This case would appear to emphasize the 
need for close co-operation between physician and 
obstetrician in the case of pregnant women suffering 
from heart disease. The other was a patient in whom 
death was attributed to ether convulsions (during 
forceps delivery) aggravated by mitral stenosis. 

Of the 3 deaths which were probably unavoidable 
1 patient died undelivered of acute myeloid leukaemia, 
1 died 15 days after delivery of cardiac failure (she 
had well-compensated mitral! stenosis before delivery) 
apparently attributable to acute mania of at least 15 
days duration, while the remaining 1 (who had severe 
pre-eclampsia) died 13 days after delivery from 
haematemesis and melaena proved at autopsy to have 
been due to duodenal ulcer. 

Cases of special interest include 1 of rupture of the 
uterus due to perforation of the fundus at a previous 
curettage for incomplete abortion JJ. Obstet. Gynaec. 
Brit. Emp., §7, 539), and 1 of reflex anuria affecting 
the left kidney caused by a right ureteric block in 
which the condition was completely relieved by 
ureteric catheterization. 
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ANNUAL REPORT OF THE MATERNITY 
DEPARTMENT OF SOUTHEND-ON-SEA 
HOSPITAL (GENERAL HOSPITALS ROCH- 

FORD AND SOUTHEND-ON-SEA) 
FOR THE YEAR 1950 


THE obstetric work appears to be carried out mainly 
in the General Hospital, Rochford. The number of 
obstetric beds is not stated, but as 30 maternity beds 
had to be closed because of shortage of nursing staff 
and this closure reduced the maternity accommoda- 
tion by almost 30 per cent it would appear that there 
are normally between 90 and 100 maternity beds. This 
is the only maternity unit in the area and it is believed 
that the cases delivered here are typical and repre- 
sentative of a mixed industrial and agrarian com- 
munity. Emergency paediatric and emergency obstetric 
flying squad services are provided. The antenatal care 
is carried out in part at the hospital clinics, but a 
considerable amount of routine supervision is given 
either at the local authority clinics or by the patients’ 
own doctors and the patients attend the hospital clinics 
only for “ key ” (undefined) examinations. The system 
is said to work moderately well in practice. 

The adult patients admitted numbered 2,061, among 
whom 1,617 were delivered of 1,676 infants. There 
was not a maternal death. The uncorrected stillbirth 
rate was 14.8 per 1,000 total births and the uncorrected 
neonatal death rate 21.1 per 1,000 live births. In the 
pre-eclamptic group of patients 258 were admitted to 
hospital and, although there were 5 patients suffering 
from eclampsia admitted, eclampsia did not develop 
in any of the booked patients. The closure of 30 
hospital beds made difficult the selection of cases for 
hospital confinement; not all primigravidae could be 
accepted, but it was never found necessary to refuse 
admission in the case of an obstetric emergency. 

There were 38 cases of uncomplicated breech 
delivery, in 19 of which the mother was primigravid 
and in 19 multigravid. Among the primigravidae 
there was | stillbirth and 1 neonatal death, but in the 
latter case the baby weighed only 4 pounds. It is 
customary to regard prematurity as an “ obstetric com- 
plication” and to regard such cases as complicated 
breech deliveries. Incidentally among antenatal 
admissions a number of cases appear labelled 
“labour”. By convention it is customary to omit 
such cases altogether from obstetric hospitai reports. 
There were 84 cases of persistent occipito-posterior or 
transverse arrest attended with a combined stillbirth 
and neonatal death incidence of 2.4 per cent. In 36 
Caesarean sections there was 1 stillbirth (intra-uterine 
death before operation in a case of central placenta 
praevia) and no neonatal death. 

Of premature infants, 145 were born in the hospital 
and 15 admitted after birth, making 160 in all. Of 
these, 134 survived. Analysis shows that, where the 
birth-weight was under 2 pounds 15 ounces, 28 per 
cent survived, where it was from 3 pounds to 3 pounds 
15 ounces, 69 per cent survived, and from 4 pounds to 
5 pounds 8 ounces, 96.4 per cent survived. 

Cases of special interest include, amongst others, 
combined intra- and extra-uterine pregnancy; locked 
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twins; and a case of uniovular triplets in which 
Caesarean section was done for placenta praevia— at 
operation | living child (334 weeks) weighing 3 pounds 
5 ounces, 1 macerated foetus of about 20 weeks 
development, and | also macerated of about 14 weeks 
development were produced 


STATISTICAL SUMMARY FROM THE DEPART- 

MENT OF OBSTETRICS, UNIVERSITY OF 

MARYLAND, US.A.. FOR THE YEAR Ist JULY, 
1980, TO 3rn JUNE, 1951 


Imis statistical summary shows that 3,168 patients, 
including 99 who aborted, were discharged delivered 
during the year with 4 materna! deaths (1.32 per 1,000 
live births), 76 stillbirths (24.4 per 1,000 viable—over 
400g.-births), and 41 neonatal deaths (13.2 per 1,000 
live births) 

The operative delivery rate was high, 66.2 per cent. 
Of this. forceps delivery accounted for 59.4 per cent, 
Caesarean section 3.2 per cent, breech extraction 3.4 
per cent, version and breech extraction 0.2 per cent. 
This means that only 33.8 per cent of the patients had 
1 spontaneous delivery. Episiotomy was performed 
on 2,053 occasions. Such a high operative delivery 
rate would be unthinkable in British obstetrical 
practice 

Of the 4 maternal deaths, | patient died of a dis- 
secting aneurysm of the aorta, and postmortem 
Caesarean section resulted in a child which only sur- 
vived for 20 minutes; | died within a few minutes 
with acute respiratory embarrassment (autopsy failed 
to reveal any apparent cause for the death) and in this 
case postmortem Caesarean section resulted in a living 
child which was discharged in good condition; 1 died 
from hypertensive encephalopathy (autopsy not ob- 
tained); and | died within 12 hours of some obscure 
condition—a medical examiner's autopsy revealed only 
a fatty and mildly haemorrhagic necrosis of the liver 
of unknown aetiology 


Step ANNUAL REPORT OF THE SOCIETY OF 
THE LYING-IN HOSPITAL OF THE CITY OF 
NEW YORK FOR THE YEAR 1951 


THe hospital contains a total of 130 adult obstetric 
beds and 76 gynaecological beds. In 1951 there were 
§.274 adult discharges from the obstetric beds and 
2,006 discharges from the gynaecological beds. The 
turnover is rapid. In the obstetric department, assum- 
ing all the beds to be full all the time, it would appear 
that the average stay in hospital per private patient is 
8.7 days, semi-private patient 96 days, and 

pavilion ” patient (presumably non-paying) 8.7 days. 

During the year 4.244 women were delivered of 
4.298 babies. There was only 1 maternal death due 
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to heart disease in an undelivered patient who was 5 
months pregnant. The foetal mortality, both stillborn 
and neonatal where the birth-weight was 500 g. or 
more, was 2.8 per cent. These are excellent results, 
and must be a source of great satisfaction to the 
hospital staff. It makes strange reading, however, to 
those accustomed to conservative practice to note that 
the forceps delivery rate was 24.6 per cent. and that 
2,941 episiotomies were performed in 4,244 deliveries. 

There is an active gynaecological department. A 
considerable amount of investigation is carried on by 
the medical staff, by whom 24 papers were published 
during thé year in various journals. 


ANNUAL REPORT FROM THE DEPARTMENT 

OF OBSTETRICS AND GYNAECOLOGY OF THE 

BELLVUE HOSPITAL FOR THE YEAR Ist JUNE. 
1949. TO 31st MAY, 1950 


THis report is divided into 2 sections, obstetric and 
gynaecological. Each section consists of some 18 or 
19 loose leaves rather inefficiently stapled together in 
the top left-hand corner of each section. 

In the obstetric section there are numerical tables 
showing admissions, discharges, numbers of births, 
methods of delivery, types of pelvis, presentations, 
antepartum complications, complications in labour, 
complications of the puerperium, result to babies, 
etc., while 8 pages are devoted to the description of 
3 maternal deaths. The report is ill-balanced, and the 
descriptions of the fatal cases, with their welter of 
detail, make confused and tedious reading. 

There were 2,996 deliveries with 3 maternal deaths, 
1 from a brain tumour, | from chronic nephritis, and 
1--in spite of 24 pages of description, it is not clear 
what she died of, but death occurred some 23 hours 
after Caesarean section and during this time there was 
considerable respiratory embarrassment. 

The gynaecological section consists of lists of 
diagnoses, medical and surgical complications, opera- 
tions performed, operative accidents (3 accidental 
injuries to the urinary bladder, 11 accidenta! injuries 
to the intestine of which 3 involved only the serosa, 
and 5 accidental perforations of the uterus) and brief 
descriptions of 21 deaths. Of these 21 deaths 5 
followed operations, of which 3 occurred after hyster- 
ectomy for benign conditions. 


ANNUAL REPORT FROM THE DEPARTMENT 

OF OBSTETRICS AND GYNAECOLOGY OF THE 

BELLVUE HOSPITAL FOR THE YEAR Ist JUNE, 
1950, TO 3lst MAY, 1951 


Tuis report is similar to its predecessor of the year 
before. 
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BOOK REVIEWS 


Master of British Mid- 
wifery.’ By R. W. Jounstone, C.B.E., M.A. 
M.D., Hon.LL.D.  E. and §S. Livingstone, Ltd., 
Edinburgh and London, 1952. Price 20s. 


“William Smellie: The 


In this delightful book the author has given us a 
masterpiece of biography. Smellie kept no diary, so 
the picture of his life presented here is of necessity 
a rare piece of reconstruction. From scattered shreds 
of evidence, from Smellie’s own professional writings, 
and, as he says in his preface, from Miles Phillips's 
collection of “Smelliana”, and from Professor 
Glaister’s book, long out of print, Professor John- 
stone has drawn for us a portrait of the grand old 
man of British midwifery, which is a pleasure to read 
and, at the same time, a mine of information. 

A mature obstetrician such as the author can, 
and does, survey Smellie through obstetric spectacles, 
so that the man and his work are brought into true 
perspective. Thus Professor Johnstone delves ex- 
pertly into Smellie’s copious case notes, uncovering 
again and again the master’s remarkable ability for 
logical deduction, his dry humour, and his sheer 
technical ability. That Smellie should have developed 
his methods in the face of great difficulties is a 
matter for wonderment. The accoucheur and his 
patients must have had remarkable stamina. In Case 
384 (quoted on p. 84) he records: “This case so 
fatigued me, that I was obliged to shift, and go 
to bed after I was carried home in a chair. My hands 
were so swelled I could only use my fingers like a 
gouty person for a day or two.” The gentle art, 
indeed! 

Professor Johnstone rightly points out (p. 100) that 
it was Smellie who taught us how to use the forceps, 
thereby establishing the pre-eminence of British 
midwifery in relation to it. 

The story of his beginnings, his disputes with 
Burton, his writing of his own obituary, and many 
other glimpses of his life are woven together to make 
Smellie almost live before our eyes. 

The book is excellently produced, and the illustra- 
tions are clear—no mean feat when photographing 
old manuscript. 

To the author the reviewer would say “ thank 
you™ for a most interesting and stimulating book, 
in which every obstetrician will delight. 


“ A Textbook of Gynaecological Surgery.” By Victor 
BonNEY. Sixth edition. Cassell and Company, Ltd., 
London, 1952. Pp. xii + 958, with 611 line 
drawings and 17 coloured plates; price 60s. 


Since its first appearance over 40 years ago (not 50 
years as stated in the publishers’ statement on the 
cover) under the dual authorship of Comyns Berkeley 
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and Victor Bonney this volume has held a foremost 
place amongst gynaecological textbooks. During this 
long career it has played an important part in the 
development and standardization of gynaecological 
surgery in this country. In this new and revised edition 
it still more firmly establishes its position as the most 
complete and the most authoritative account of the 
operations of gynaecology in the English language. 

Since the appearance of the last edition in 1948 
there have been some major developments in the 
operative treatment of uterine and vulvar carcinoma. 
In new sections these developments are incorporated 
and their advantages evaluated. 

This textbook should be a valued possession of 
every gynaecologist at all stages of his career. 


“Population Bulletin’ No. 1, December 1951. 
Department of Social Affairs, Population Division, 
United Nations. New York. Price 45. 6d. 


Tuis is the first number of a Bulletin which will be 
published as the occasion arises and will present to 
the lay as well as the expert public articles of general 
interest relating to population trends and problems. 
This number contains four articles written in a clear 
and non-technical style. 

The first article discusses the future expansion of 
the world’s population, an important subject because 
an adequate level of living will depend in the long 
run on whether or not the rate otf growth of the 
population outruns the world’s capacity to supply 
food and the other necessities of life. A crude esti- 
mate, based on the present rate of growth, suggests 
that in the next 30 years the world’s population will 
increase by 46 per cent. There are, however, great 
differences in the population trends in different 
countries and, although we cannot see clearly enough 
into the future to make accurate predictions, by 
taking these different trends into account, upper and 
lower limits may be set to the future expansion of 
the population. The conclusion reached is that the 
world population is likely to increase during the next 
30 years by at least 500 millions, and if conditions 
are favourable by as much as 1,200 million. This 
means that even to maintain a constant per capita 
standard of living the production of food and other 
necessities will have to be expanded by at least 25 
per cent. Under the best conditions this would be a 
formidable task, but it will be made more difficult 
because the growth of the population will be 
unequally distributed, the countries with the smallest 
resources being faced with the greatest growth. 

The second article gives an account of migration 
from China, India, Japan and Korea during the last 
hundred years. Emigration has often been recom- 
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mended as a cure for overpopulation, but it is 
evident that the emigration of many millions of 
orientals has done little to ease the population 
problems of their parent countries. Some brief but 
interesting comments are made on the effects of 
immigration on the adopting countries. For example, 
the sex ratio of the Chinese emigrants was so 
extremely unbalanced that they had little opportunity 
to reproduce themselves—on the other hand the 
influence of the Indians in their adopting countries 
has been limited by their tendency to form separate 
communities 

Ihe last two articles are concerned with the age 
structure of different populations. It is well known 
that countries with a birth rate below replacement 
level are faced with a growing burden of old people 
to support. It is less well appreciated that in under- 
developed countries with a high birth rate there is 
also a dependency problem arising from the high 
proportion of children below working age 


Pathology of the Fetus and the Newborn.” By 

Eoin L. Porrer, M.D., Ph.D. The Year Book 
Publishers, Inc., Chicago, 1952. (Distributed in 
this coumry by Interscience Publishers Ltd.) 
Price 1505 


Io quote Dr. Potter's own words in the preface to 
this book “ The pathology of the fetus and young 
infant has until recently been greatly neglected. The 
pathological changes that occur during the infant's 
brief life are often meagre and overiooked by the 
unexperienced investigator. He becomes discouraged 
and loses interest because he sees little and he does 
not know how to interpret even the little he can 
discover.” Most pathologists would confess that this 
represents the truth in a nutshell. The book is a 
most excellent and comprehensive account of the 
pathology of the foetus and newborn, representing as 
it does the fruits of 18 years’ experience and intensive 
work on the subject. It is a first class book of 
reference since every known pathological condition 
is mentioned and in most cases brilliantly illustrated, 
and there is a most extensive bibliography The 
illustrations are quite outstanding and almost give the 
impression that one is looking at the actual foetus 
or organ, and study of the detailed pathology of such 
organs as the lungs is greatly facilitated by the 
excellent choice of materia! for photomicrography. 
The high quality of the paper helps greatly to achieve 
this end 

It is generally agreed that no adequate cause can 
be found for quite a large proportion of foetal deaths 
even where the clinical factors have been carefully 
recorded and an autopsy performed. For example, 
foetal distress may develop during the course of a 
normal labour in a woman who has apparently been 
well during the pregnancy and autopsy may show 
that the foetus died of asphyxia or as result of 
“primary lung failure.” This explains how, but 
but not why, the child died. Potter states that “ when 


fetal heart tones disappear and fetal circulation 
ceases during labour or delivery without apparent 
reason the cause is usually to be found in some form 
of compression of the cord . . . it is the most common 
cause of fetal distress in labour”. Experienced 
obstetricians would probably agree that this is far 
too simple an explanation in most cases; a failure of 
the complicated processes of reproductive physiology 
is often much more likely than any mechanical factor. 
Again the importance of the hyaline membrane in 
causing death of the premature infant is stressed but 
very little is said about possible causes of prematurity. 
The book says little about how such deaths might 
be prevented, and there is little evidence that Dr. 
Potter had the active co-operation of clinicians in 
investigating these “physiological failures.” This 
seems particularly unfortunate because of the 
important contribution that an expert pathologist, as 
a member of a research team, can make to the 
solution of these difficult problems. From this point 
of view therefore the book is disappointing; yet these 
criticisms do not in any way alter the fact that as 
a book of reference for the pathologist interested in 
the special problems of foetal pathology this is 
undoubtedly the most complete and well documented 
work available. 


Geburtshilfliche | Operationslehre.” By Kari 
BurRGeER. Springer-Verlag, Berlin, Gottingen, 
Heidelberg, 1952. Price DM. 39. 


THis volume is a textbook for the student as well as 
the general practitioner and supplies in simple 
language all the necessary information. It is not a 
book for advanced studies but is certainly of great 
value to anyone desiring to be initiated into the art 
of obstetrics. The English reader who from early 
studenthood onwards has become acquainted with 
surgical technique will probably find this book in 
parts too elementary. A chapter on the necessity for 
the obstetrician to wash his hands before attempting 
surgical interference, with detailed instructions how 
this is done, must appear somewhat ridiculous to the 
sophisticated English student. The English reader 
will also wonder at the emphatic recommendation 
of open ether for general anaesthesia and the prefer- 
ence shown for local anaesthetics in major surgical 
procedures. 

Apart from these criticisms the book is excellent 
where it describes the technique of operations and it 
is illustrated magnificently by 277 drawings, many of 
which are in colour. 


“ Annual Report on the Results of Radiotherapy in 
Carcinoma of the Uterine Cervix.” Seventh 
Volume: Statement of Results obtained in 1945 
and Previous Years. Stockholm, 1952. 


THe Seventh Report deals fully with clinical state- 
ments of 65 institutions of 14 different countries and 
reviews the results obtained in 70,178 cases. There 
are 29 new collaborators in this volume who have 
joined since the publication of the Sixth Report 
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The summary reveals that 93.2 per cent of the 
patients under review were submitted to therapy. Five 
years after the beginning of treatment 32.6 per cent 
of these were alive with no evidence of disease; this 
means an overall improvement of results by 0.8 per 
cent as compared with the figures given in volume 6. 
This figure is the highest yet presented in the reports. 
It appears that the material submitted by the new 
collaborators has materially influenced the total 
results. Reviewing, therefore, for purposes of com- 
parison, only the material of 32 collaborators who 
contributed to both reports, an improvement in 
recovery rate from 36.2 per cent in the 6th to 37.9 
per cent in the 7th report is noted. This is duc to 
both a reduced proportion of advanced cases (0.8 
per cent) and to an increase in improvement rate due 
to treatment (0.9 per cent). 

For the second time in these reports operative cases 
have been included. In the present volume 1,708 
patients with Stage I carcinoma of the cervix, who 
received surgical treatment with or without pre- 
Operative radiotherapy, are studied and compared 
with a similar group who were treated exclusively by 
radiotherapy. The over-all recovery rate is 60.1 per 
cent for surgical and 64.4 per cent for radiotherapy 
patients. These figures seem to justify the conclusion 
that primary hysterectomy in selected patients does 
not improve the results of adequate radiotherapy. 

This book is of great value to those interested in 
the problems of uterine cancer and its statistical 
evaluation. The investigation has been conducted in 


an admirably critical way and is skilfully presented 
in many tables. 
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“ Culdoscopy: A New Technic in Gynecologic and 
Obstetric Diagnosis.” By Decxer., M.D., 
D.O.G., F.A.C.\S. W. B. Saunders Company, 
Philadelphia and London, 1952. Pp. xv + 148; 
price 17s. 6d. 


THERE are some gynaecological cases in which the 
usual diagnostic measures still leave us in the dark 
as to what is in the pelvis, and it is in the solution 
of such problems that culdoscopy may help. Decker’s 
monograph gives a detailed description of the culdo- 
scope and contains a clearly illustrated account of the 
technique. 

The author has found direct visualization of the 
pelvic organs valuable in cases of ectopic pregnancy, 
endometriosis, chronic pelvic inflammation, and infer- 
tility. In the majority of such cases an accurate pre- 
operative diagnosis can be reached by combining a 
careful case history with the ordinary diagnostic 
measures. There is, however, a residue of cases in 
which culdoscopy of the pouch of Douglas may 
prevent diagnostic errors and unnecessary laparoto- 
mies. 

The traditional conservatism of gynaecologists on 
this side of the Atlantic has prevented wider adoption 
of this diagnostic aid, but the reviewer feels that 
Decker’s claims merit serious consideration and that 
the procedure might well be given a trial by our 
leading clinics. 

In a Foreword to this volume Dr. Richard TeLinde 
says “we have found the culdoscope to be not just 
another gadget, but a most effective gynecologic 
diagnostic instrument.” 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this 
service which cover obstetrical and gynaecological literature and literature on the 
new-born are at our disposal, The Review will, however, contain in addition 
abstracts of articles which, though not of sufficient general interest for publication 
in the monthly volume published by the British Medical Association, are yet 
sufficiently important for a specialist journal 


PHYSIOLOGY 


PREGNANCY 
Normal 
Abnormal 


LABOUR 

PUERPERIUM 

LACTATION 

INFANT 

OBSTETRIC OPERATIONS 

GY NAECOLOGY 
General 
Disorders of function 
Anomalies of the Reproductive Organs 
Infections of the Reproductive Organs ... 
New Growths of the Reproductive Organs . 


Operations 
Urology 


‘ 
—— 
q 
2 
| 1519 
| 1532 
a 1530 
| = 
866 


REVIEW OF CURRENT LITERATURE 


PHYSIOLOGY 


1402. Hormonal Control of the Basal Body Tem- 
perature Pattern. 

By M. J. Warretaw. Fertil. and Steril., 3, 230-244, 
May-June 1952. 7 figs., bibliography. 

As a result of reviewing the literature and his own 
records the author does not accept the theory that 
the low curve of the basal body temperature is due to 
oestrogen, or that the thermogenic shift and its main- 
tenance is due to progesterone. 

Administration of progesterone to normal women 
over a 5-day period (up to 200 mg. daily) in the 
proliferative phase fails to induce any thermogenic 
results. The author is also unable to demonstrate 
any constant drop in temperature with oestrogens in 
normal castrated women or any rise following pro- 
gesterone administration. 

In the first experiment described, 12 normally men- 
struating young women were given 5 = 25 mg. sublin- 
gual tablets of progesterone daily from the 22nd day of 
their cycles until the 2nd day of bleeding in 2 con- 
secutive cycles. In 6 cases the temperature fell 48 
hours befcre the onset of flow, in 4, 24 hours before, 
in 3 on the day of bleeding, in 3 on the 2nd day, 
while in the 8 remaining trials it dropped after the 
2nd day. The onset of bleeding was not delayed and 
in some the temperature rose again after falling— 
“rebound effect”. 

In the second experiment 0.2 mg. ethinyl oestradiol 
was given in addition to the progesterone to 3 patients. 
No effect was noted on the onset of the menses or the 
fall in the temperature. 

(Dr. Samuel L. Siegler in discussing this paper 
states that oestrogen and progesterone administered 
parenterally do delay menstruation and maintain 
decidual changes in the endometrium. In all prob- 
ability the temperature rise is caused by some definite 
combination or ratio of oestrogen and progesterone 
in the systemic circulation.] D. W. Higson 


1403. Progesterone Metabolism; I. Pregnanediol 
Excretion in the Menstrual Cycle. 

By R. H. Fiscuer, S. P. McCorcan, and A. L. 
CHANEY. Amer. J. Obstet. Gynec., 63, 613-619, Mar. 
1952. 8 figs.. 26 refs. 

Six apparently normal young women were studied 
for the majority of one menstrual cycle by the authors’ 
new method for determining free pregnanediol. In 
1 of the cases, who had apparently normal cycles at 
intervals of 22 to 26 days, no pregnanediol was 
secreted at any time during the cycle and endometrial 
biopsy failed to reveal any premenstual change. In 
the others the maximum excretion on any one day 
occurred on the 7th or 8th day of the cycle and varied 
from 1.75 mg. to 8.6 mg., while the total excretion 
during the cycle varied from 4.66 mg. to 49.8 mg 
These data did not reveal any material deviation 
from those originally got by Venning and Browne 
although they determined the glucuronide of the 
complex rather than free pregnanediol. In 3 of the 
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however, pregnanediol did not 
the urine before the onset of 
F. J. Browne 


authors’ cases, 
disappear from 
menstruation. 


PREGNANCY 
NORMAL 


1404. A Histological Study of the Ovary in the 
Last Four Months of Foetal Life (Estudio Histo- 
logico del Ovario en los cuatro ultimos meses de la 
vida fetal. Revision dei problema de la actividad 
endocrina del ovario durante los primeros meses de 
la vida intra-uterina.) 


By J. A. RopriGUEZ-SorRIANO. Acta ginec. (Madr.), 
3, 9-28, 1952. 16 figs., 35 refs. 


A review is given of the known facts and existing 
theories on the question of the endocrine activity of 
the ovary during intra-uterine life. 

The primary differentiation into male and female is 
on the basis of chromosomes and is thus determined 
at the moment of conception. 

The question of differentiation of the secondary sex 
organs presents more difficulty and various theories 
have been advanced. It is suggested that the foetal 
gonad exerts a hormonal influence, or that the adrenal 
cortex plays a part in this. Others have suggested that 
hormones play no part at all. 

The author presents personal observations, based 
on the study of foetal ovaries during the 4 last months 
of intra-uterine life. At this time, the foetal ovary 
Numerous prim- 


appears disproportionately large. 
ordial follicles are present, but in addition fully 
developed Graafian follicles are to be found, with 


differentiated theca layers. Polycystic ovaries were 
found in newborn female foetuses and in | case there 
was a haemorrhagic follicle. In no case was a corpus 
luteum discovered. 

The uterus of 1 newborn infant shows intense 
endometrial haemorrhage, associated with multiple 
follicular cysts in the ovaries. The cervix of the new- 
born shows a thick squamous epithelium with multiple 
cell layers. 

It is concluded that these changes in the genital tract 
of the foetus and newborn female infant are probably 
brought about by the influence of maternal hormones 
passing across the placenta. Josephine Barnes 


1405. The Period of Gestation. 

By T. McKeown and J. R. Gipson. Brit. med. J., 
1, 938-941, May 3, 1952. 7 refs. 

The authors, working in the Department of Social 
Medicine of the University of Birmingham, have col- 
lected information on 15,629 births to determine the 
upper limits of the period of gestation. For this pur- 
pose they have estimated the duration of amenorrhoea 
from the onset of the last period preceding the birth. 

In 66 per cent the duration of amenorrhoea was 
under 41 weeks, in 20 per cent it was under 42 weeks. 
in 9 per cent under 43 weeks, and in 3 per cent under 
44 weeks. Allowance was made in arriving at these 
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figures for bleeding in early pregnancy, deliberately 
misleading information from the mother, and inde- 
finite dates. Cases were accepted as reliable only if 
the date of the last menstrual period was unequivocal 
and there was no history of bleeding in early preg- 
nancy. Of 110 births occurring after 44 weeks’ 
amenorrhoea which were thought to be reliable, 35 
were subsequent’y excluded because the menstrual 
cycle was irregular in the 6 months preceding preg- 
nancy. In 5 cases delivery took place after amenor- 
rhoea lasting for 46 weeks 

The minimum interval between the onset of men- 
struation and intercourse which might result in 
pregnancy was taken as § days. The longest confident 
estimates of the period of gestation in this series were 
then 319, 320, 321, 325, and 328 days. Two cases in 
which the duration of gestation was reliably thought 
to be 339 and 359 days respectively are reported in 
detail. The authors conclude that, for medico-legal 
purposes, a period of 354 days from coitus to live birth 
is not uMpossible Derek Freeth 

1406. Duration of Pregnancy and Postmaturity. 

By H. L. Srewarr. J. Amer, med. Ass., 148, 
1079-1083, Mar. 29, 1952. 3 figs., 7 refs. 

The author, who has studied the duration of preg- 
nancy from fertilization of the ovum to the time of 
spontaneous labour, claims that the only true date of 
conception is that of ovulation, as indicated by the 
oral basal temperature. Should the biphasic rise in 
temperature following ovulation be maintained for 
some three months it is certain that conception 
occurred within one or two da,- of that ovulation. 
The date of the last menstruation may be useless for 
calculating the expected date of term, because the 
information depends upon the woman's memory, or 
even honesty if the child is alleged to be illegitimate 
Ovulation may follow menstruation after several 
weeks of amenorrhoea, and this would, by the 
ordinary calculation, give an apparent abnormally 
long span of pregnancy; while a haemorrhage after 
conception, though it might be due to threatened 
abortion, may be thought by the women to be 
menstruation 

Accurate knowledge of the duration of pregnancy 
is so far wanting, though it is of immense legal impor- 
tance Evidence of the uncertainty existing 1s 
illustrated by reference to the legal maxima adopted 
by various countries, extending from 300 days in 
Scotland, France, Italy, and Switzerland to 346 days 
in England (1947). In the present investigation the 
average duration of pregnancy (from the date of 
ovulation indicated by the temperature chart to spon- 
taneous labour) of 135 women was found to be about 
268 days, with a maximum of 285 days. Of these 
women 8 were delivered at 300 days or more after the 
date of the last menstruation, though according to the 
temperature chart none of these 8 pregnancies had 
lasted for more than 285 days. In short, the author 
claims that all examples of pregnancy lasting for more 
than 18 days beyond the date calculated from the last 
menstruation follow a conception of delayed ovulation 
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which in these women is independent of menstruation. 

{For those who believe that the continuously 
elevated temperature of the luteal phase beyond the 
usua! 2 weeks is certain evidence of conception on the 
first day of the rise this is an important paper. But 
if this assumption is too great, then we are left as 
before in our lack of knowledge of the duration of 
human pregnancy. The narrow limits of 266 to 285 
days, as measured from the temperature date of 
ovulation in 135 women, however, is strong evidence 
in support of the author's contention.] 

Aleck Bourne 


1407. The Electrocardiogram in Pregnancy. 
(L’électrocardiogramme de la femme enceinte.) 

By J. Moniz De Betrencourr and J. C. BaRRETO 
FraGoso. Acta cardiol., Brux., 7, 123-139, 1952. 
9 figs. 

At St. Joseph's Hospital, Lisbon, the authors 
recorded 12-lead electrocardiograms from 115 normal 
pregnant women, from 37 of whom tracings were taken 
both before and after delivery. In the majority, as preg- 
nancy advanced the heart became more horizontal and 
the QRS axis deviated to the left. As there was rever- 
sion to the original position after delivery, this change 
was attributed to elevation of the diaphragm during 
pregnancy. In only 2 cases was there e'ectrocardio- 
graphic evidence of left ventricular hypertrophy 
developing during pregnancy and disappearing after 
delivery. In a few cases pregnancy appeared to cause 
a right axis deviation; the suggestion is made that this 
may have been due not to any change in position, but 
to the presence of the distended uterus causing better 
conduction of the cardiac electrical potential changes 
to the leg lead. [However, no evidence is given that 
these few patients differed from the remainder in the 
size or position of the uterus.] J. A. Cosh 


1408. Haemoglobin Levels Before and After 
Labour. 

By H. E. MaGee and E. H. M. MILLIGAN. _ Brit. 
med. J., 2, 1307-1310, Dec. 1, 1951. 1 fig., 13 refs. 

This paper is a statistical analysis of observations 
made on 2,087 mothers during pregnancy or for a 
year or more after the birth of their babies. This is 
supplementary to the previously published reports 
(Magee and Milligan, 1949 and 1950). The patients 
are women who were attending the ante-natal and 
child welfare clinics in and around Manchester, and 
are for the most part working-class women. The 
haemoglobin estimations were made by the use of the 
M.R.C. Grey-wedge Photometer, using alkaline 
haematin. The observations were divided and 
averaged, and from the means so obtained curves were 
fitted by the method of least squares. The observa- 
tions were classified into women who had been taking 
iron for 3 weeks or more beforehand, those who had 
not, and also according to parity. Due allowance was 
made for the physiological changes in haemoglobin 
level during pregnancy. 

A steady decline was noted from 93 per cent at the 
8th week of pregnancy to 81 per cent from the 32nd 
to the 34th week with a consistent rise to 85 per cent 
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at the 39th week. The post-natal curve was a straight 
line rising from 85 per cent at the 4th post-natal week 
to 90 per cent at the 65th week. 

One thousand, two hundred and forty-nine women 
were classified as taking iron and the average time for 
taking it was 25 weeks. This group had haemoglobin 
values between 1.6 and 3.6 per cent higher after labour 
than women not having iron. The duration of iron 
medication was found to have pronounced effect on 
the haemoglobin levels. In the parity group progres- 
sive lowering of the haemoglobin level was noted with 
increasing parity. 

A clinical assessment of nutritional state was made 
in 825 women after labour. Taking both groups 
together an assessment of “fair” or “poor” was 
made in 77 (4.6 per cent) out of the 1,668 patients and 
no significant connection was noted between haemo- 
globin level and nutritional state. The incidence of 
under-nutrition also increased with parity.’ An effort 
to correlate mean blood pressure with haemoglobin 
level also showed no connection. 

This work confirms the generally accepted finding 
of the steady fall in haemoglobin during pregnancy 
and draws attention to the fact that the minimal 
figure normally occurs some 6 to 8 weeks before 
labour. As the authors point out, this may well be 
associated with the well known variation in plasma 
volume. As a result of their post-natal studies the 
authors formed the opinion that 90.5 per cent may be 
regarded as a normal value for non-parous and non- 
pregnant women. They mention that the great bulk 
of the women made no complaints irrespective of 
their haemoglobin level. M. Halden Lloyd 


1409. A Simple Test for the Determination of 
Ovulation, Estrogen Activity, and Early Pregnancy 
Using the Cervical Mucus Secretion. A Preliminary 
Report. 

By M. Rotanp. Amer. J. Obsiet. Gynec., 63, 81-89, 
Jan. 1952. 9 figs., 19 refs. 

Cyclic changes in the physical properties of the 
cervical mucus secretion are accepted facts, and it has 
been demonstrated repeatedly that these changes can 
be influenced by oestrogens. Papanicolaou showed in 
1945 that when the mucus was spread on a g'ass slide 
and allowed to dry a fern leaf pattern was formed 
and this was most abundant at the time of ovulation. 
In 1950 Campos da Paz reported that the “ fernlike ” 
phenomenon can be used in the determination of 
whether the mucus is favourable to sperm penetration. 
He stated that if at the time of ovulation the cervical 
mucus secretion showed only cellular elements and no 
ferning it generally proved to be unfavourable to 
sperm penetration. This has been confirmed by the 
present study, in which the method of investigation was 
first to determine whether these phenomena were 
present in women with normal ovulatory cycles and 
a history of previous normal pregnancies. Twenty 
such women were studied, cervica! smears being taken 
every 2 days from the end of one period to the begin- 
ning of the next. A smear was taker from the cervical 
os with an aspirating cannula, spread on a clean glass 
slide and allowed to dry for 5 to 10 minutes. Com- 
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parative studies of the endometrium and vaginal 
cytology were concurrently done on some of the same 
women. All the women showed the fernlike structure 
to be present from the Sth or 7th day of the cycle 
to the 20th or 22nd day. From here to the onset of 
menstruation it was absent, a cellular type of pattern 
being present instead. This cellular structure was also 
seen during the first 5 days of the cycle. 

The next group consisted of 30 infertile patients with 
known anovulatory cycles. The mucus in these cases 
showed persistent fernlike structure up to the onset of 
the menstrual bleeding. A third group consisted of 
40 women with menopausal symptoms, varying in age 
from 45 to 65. The mucus in all showed no fernlike 
structure. Ten were given a-oestradiol benzoate, 
10,000 r.u., and several days later the fernlike pheno- 
menon appeared but disappeared 3 to 4 weeks after 
cessation of treatment. Finally smears were taken 
from 300 pregnant women 2 days to 7 months after 
the date of the missed period, many of these women 
no more than 10 days overdue, All those pregnant 
less than 3 months showed no typical fern pattern, 
but only cellular elements closely grouped together. 

The author assumes from the evidence that the fern 
pattern is probably due to the effect of oestrogen 
activity on sodium chloride and mucin metabolism 
and that it disappears with the beginning of the decline 
of the high progesterone level. Thus it persists 
throughout the anovulatory cycle since there is no 
corpus luteum formation and, therefore, no proges- 
terone activity. One may assume in such an instance 
that the patient has not ovulated. Using these means 
of interpretation the test is a simple one for ovulation. 

It is in the early diagnosis of pregnancy, however, 
that the test may prove of greatest value. Here one 
does not find the typical fern pattern because of the 
persistence of the corpus luteum and a high proges- 
terone level, Campos de Paz having found proges- 
terone to exercise an inhibitory action on fern 
crystallization. The cervical mucus smear may, there- 
fore, be used as a pregnancy test after the patient has 
missed the period. The only time when the cellular 
elements might be present after a period is when there 
is a persistent corpus luteum or lutein cyst. In the 
early menopause when anovulatory cycles are often 
associated with irregu'ar menses due to oestrogen 
withdrawal bleeding one might find fernlike pheno- 
mena all through the cycle. It may, therefore, be 
possible to diagnose pregnancy by this means in the 
early stages. In the 300 pregnancies there has been a 
99 per cent accuracy. F. J. Browne 


1410. Observations on the Venous Outflow from 
the Placenta as Seen in a Placenta Fixed in situ 
at the Fifth Month. (Beobachtungen tiber den 
venosen Abfluss aus; der Plazenta an Hand von 
Befunden an einer in situ fixierten Plazenta aus 
dem 5. Monat.) 

By A. L. KLtaperzky-Hausricu, Acta anat., Basel, 
14. 168-178, 1952. 7 figs., 43 refs. 

The necessity for an accurate understanding of the 
circulation of the placenta on its maternal aspect is 
evident, and there is a considerable literature on the 
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subject. Moreover, recent researches from the time of 
Spanner onwards have brought further data. The 
mode and extent of the venous return to the mother 
from the placental sinuses has clinical importance in 
the biological tests of pregnancy, the possibility of 
forecasting the sex of the chi'd, and in the aetiology 
of the toxaemia of pregnancy. Spanner found the 
venous drainage with many communications to the 
intervillous spaces to be from the placental circular 
sinus and the area adjacent to it. Hamilton, Boyd and 
Mossman, and Ramsey, in macaque placentae, con- 
firmed Spanner’s view in the main. It may be, how- 
ever, that the venous drainage alters during pregnancy 
and that basal drainage can also take place. 

The author has studied the position in the human 
from a uterus and pregnancy removed during the Sth 
month. A Wertheim hysterectomy had been performed 
for carcinoma of the cervix. The findings in the region 
of the circular sinus were similar to Spanner’s. The 
uterine wall was interleaved so that the muscle bundles 
were thinned out between the veins and in the area 
between muscle and mucosa were connections to the 
bed. The vein walls were very thin. Besides this, 
similar connections were found all over the basal area 
of the placenta. These were like those described by 
Spanner in the peripheral area, having connections by 
space-like areas in which tufts project. The same vein 
was found to have several communications in the inter- 
villous spaces, but not all veins which communicate 
thus find their way to the uterine wall. 

The conclusion drawn is that blood from the inter- 
villous spaces flows away not only by the circular 
sinus but also by veins from the central area of the 
placenta. Thus, maternal hypertension could result 
in the pressure in the intervillous space freeing cells 
and propelling them onwards into the circulation. The 
assumption that the blood must quickly flow back if 
the veins as well as the arteries open in the centre is 
not correct, for the pressure wave must first be over 
and the veins must be open. This is only the case if 
the uterine wall is contracted thus shortening the 
muscle fibres and making the vein shape circular. 

Kenneth Bowes 


ABNORMAL 

1411. Etiology of Pre-Eclampsia—Eclampsia. IV. 
Sodium Chloride Test for the Diagnosis of Pre- 
eclampsia. 

By W. J. Dieckmann, R. E. Porrincer and L. M. 
Rynkiewicz. Ammer. J. Obstet. Gynec., 63, 783-791, 
Apr. 1952. § figs., 6 refs 

The authors have shown that intravenous injection 
of 1000 ml. of 2.5 per cent solution of sodium chloride 
over 2 or more successive days in pre-eclamptic 
patients causes marked increase of blood pressure, 
weight and proteinuria, though a similar injection of 
sodium lactate containing the same amount of sodium 
ions causes no such increases if the patient is on a low 
chloride dict. It was also found that certain patients 
with a clinical diagnosis of pre-eclampsia could 
eliminate the sodium ion so well that the usual injec- 
tions of sodium chloride did not cause any exacer- 
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bation. For these they suggest the term “ pseudo-pre- 
eclampsia ” and in them it is a waste of time to restrict 
sodium intake. 

In the present report they give results of the study of 
the amount and concentration of sodium and chloride 
ions in the urine after the injections. After trials it was 
concluded that the first 2-hour specimen following in- 
jection was the most valuable in indicating a difference 
between pre-eclamptic and chronic hypertensive 
patients. In normal pregnant women there were 
marked increases in the urinary concentration of 
sodium and chlorides after injection. The pre- 
eclamptic patient, on the other hand, showed much 
diminished ability to eliminate sodium before delivery. 
There was, however, no significant difference between 
the mean concentrations of sodium in the urine of 
normal pregnant women and those with chronic hyper- 
tension. The difference between these two and pre- 
eclamptic toxaemia is significant and so great that 
the test can be used to differentiate pre-eclampsia from 
chronic vascular or renal disease as well as from 
pseudo-pre-eclampsia. F. J. Browne 


1412. Hydration Treatment of Eclampsia. 

By H. B. Turner, O. DeLozier, and F. E. 
Wuiracre. J. Amer. med. Ass., 148, 978-981, Mar. 
22, 1952. 6 refs. 


The Stroganoff method of treatment of ec!ampsia has 
been modified at the University of Tennessee to avoid 
altered water metabolism. 

The head of the bed is raised 18 inches (45.7 cm.) 
and the patient turned every hour until conscious; 
biochemical investigation is started, blood cross- 
matched, and a self-retaining catheter introduced. 
Amytal sodium is given intravenously in doses of 3.75 
to 7.5 grains (230-500 mg.) for initial sedation, 3 grains 
(0.2 g.) of phenobarbital sodium being given intra- 
muscularly 6-hourly afterwards. If other sedation is 
needed, 4 ml. of 50 per cent magnesium sulphate 
intramuscularly is given 4-hourly for 6 doses. Every 
6 hours 1000 ml. of S per cent dextrose in water is 
given intravenously at a rate of 60 drops a minute. 
Oxygen is given by intranasal catheter at 6 litres a 
minute. Penicillin 100,000 units 3-hourly is given if 
the patient is comatose or febrile or if the membranes 
are ruptured. The blood pressure, pulse, signs of 
pulmonary oedema are deterrnined every 15 to 30 
minutes. If the blood-pressure does not fall below 
its level on admission after 4-6 hours, continuous 
regional block is instituted. If the pulse rate rises 
above 120 without pyrexia, digitalis is given. When 
the eclampsia is well controlled, a vaginal examina- 
tion is made and plans made to empty the uterus by 
the most conservative method. When the patient is 
rational a low sodium acid-ash diet is given and up 
to 6 litres daily of plain water by mouth made avail- 
able; the intravenous infusions are discontinued when 
this intake is possible. 

This regimen has resulted in a lessened morbidity 
in 50 cases compared with 100 cases in whom the 
fluid intake was not so carefully controlled; oliguria 
is rapidly overcome and there is no “ dehydration 
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fever”. The authors emphasize that further work is 
necessary on this subject but the results are promising. 
D.C. A. Bevis 


1413. Continuous Spinal Anesthesia in the Treat- 
ment of Severe Preeclampsia and Eclampsia. 

By G. R. Jones, H. W. Ware, E. C. Garper, and 
P. J. McErratu. Sth. med. J., 45, 34-43, Jan. 1952. 

This article records the treatment of 35 patients 
with pre-eclamptic toxaemia, and of 38 patients with 
frank eclampsia, by continuous spinal anaesthesia. The 
average duration of the spinal anaesthesia in the pre- 
eclamptics was 35.9 hours, being 23 hours prior to 
delivery and 12.9 hours after. In the patients with 
eclampsia the average duration of anaesthesia was 53 
hours, 21 hours before and 32 hours after delivery. 
The authors report no serious complications attribut- 
able to the use of spinal anaesthesia. In one patient 
with eclampsia the injection of 0.5 ml. of 1.5 per cent 
metycaine reduced the blood-pressure from 250/150 to 
60/40. This was controlled by dilution of the mety- 
caine with sterile Ringer's solution. There were three 
maternal deaths in the series, giving a gross maternal 
mortality of 4.1 per cent for the entire group, or 5.3 
per cent for the 38 eclamptic patients. 

There were 11 stil'births and 1 child died 12 hours 
after delivery, giving a gross foetal mortality of 16.2 
per cent. There were nineteen Caesarean sections per- 
formed in the series and all the babies so delivered 
survived. After the first injection of the continuous 
spinal anaesthetic there was an immediate drop in 
blood-pressure in most of the patients. The urinary 
output was restored to a normal level within 12-24 
hours, except in the 3 patients who died. Clinical 
pulmonary oedema did not occur in this series. Special 
attention is given to the level of anaesthesia: a further 
spinal injection is usually necessary for abdominal 
delivery, but not for vaginal delivery. The authors 
recommend 0.5 ml. injection of metycaine at 15-minute 
intervals, with estimations of blood-pressure also at 
15-minute intervals. In this series 214 fits had occurred 
before spinal anaesthesia was commenced, and there 
were a further 114 convulsions during the administra- 
tion of the anaesthetic, 34 of which occurred post- 
partum. Emphasis is laid on the necessity for the 
presence throughout the anaesthetic of a member of 
the resident medical staff. 

The results of this study serve to emphasize the fact 
that, although marked lowering of the blood-pressure 
is obtained by continuous spinal anaesthesia in 
eclampsia, the number of fits is not concomitantly 
reduced. The method of treatment is a complicated 
one requiring continuous medical attention. 

L. A. Cruttenden 


1414. The Prévention of Eclampsia and Pre- 
eclampsia. 

By R. H. J. Hamu. 
1952. 2 figs., 11 refs. 

The author organized an anti-eclampsia campaign at 
the Women’s Hospital, Crown Street, Sydney, in the 
3-year period 1948 to 1950. Eclampsia, which in the 
12-year period immediately preceding the campaign 
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had occurred once in 350 booked patients, has been 
eliminated and the conception has been disproved that 
grave pre-eclampsia, with its attendant problems of 
obstetric management and its risks of premature birth, 
must always be with us. 

Seven steps are described as responsible for these 
dramatic changes. (1) Closer supervision of ante-natal 
attendances. It was clearly shown that the worst cases 
of pre-eclampsia occurred among bad attenders. (2) 
Lectures on childbirth and diet given by the medical 
superintendent and the dietitian. (3) Increased ante- 
natal supervision in the homes of country patients. (4) 
Co-ordination with local ante-natal clinics. (5) More 
frequent observations of the patients’ blood-pressures. 
(6) Watching for digital oedema. (7) Control of weight 
gain in mid-pregnancy by dieting. 

From a study of a quarter of a million daily records 
of all booked primigravidae aged 23 years or less it 
was found that “if a young primipara, whose blood- 
pressure was low—e.g. 110/70 mm. Hg—at the begin- 
ning of pregnancy, has enough oedema of the fingers 
to make her move her wedding ring from the ring 
finger to the little finger at the 3lst week (or even 
enough oedema to make her ring uncomfortably tight), 
then, if not controlled, she will almost certainly have 
hypertension by the 37th or 38th week or in labour.” 
The author places no firm reliance on albuminuria as 
a test for pre-eclampsia. 

All primigravidae and many multiparae who had 
digital oedema at the 31st week were referred to the 
dietitian for precise instructions about taking a high- 
protein, high-vitamin, low-carbohydrate diet in which 
salt was restricted. The patients with digital oedema 
were watched closely at weekly intervals or even every 
4th day and admitted to hospital at the slightest sug- 
gestion of an accompanying rise of blood-pressure 
above the readings recorded at the first or second visit. 
They were also admitted to the wards if the excess of 
weight and oedema did not quickly respond to out- 
patient treatment. 

It was found normal for a young primigravida with 
a low initial blood-pressure to gain up to 8 pounds in 
weight between the 20th and 30th week of pregnancy. 
If she does not gain more she will almost certainly 
not have pre-eclampsia or eclampsia; but if she gains 
more than 8 pounds she will in all probability develop 
pre-eclampsia or eclampsia. 

[This last statement does not quite conform with the 
findings of Sidda!l and Mack (Amer. J. Obst. Gynec., 
1933, 35, 662) and of Arwyn Evans (Brit. med. J., 1937, 
1, 157). However the paper makes fascinating reading 
and may very well become a classic.] N. Alders 


1415. Retinal Changes in the Toxemias of Preg- 
nancy. I. History, Vomiting of Pregnancy, Mild and 
Severe Pre-eclampsia, and Eclampsia. 

By &. LaNpesMaAN, R. G. Douotas, and S. 
Snyper, Amer. J. Obstet. Gynec., 62, 1020-1033, 
Nov. 1051. 5 figs., 32 refs. 

Since 1932 records have been kept in the New York 
Lying-in Hospital of the retinal changes in all patients 
with toxaemia. The changes are classified into 4 
grades: Grade O normal; Grade I includes generalized 
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narrowing (probably representing increased tone), 
sclerosis (arteriolar thickening) and focal spasm, all of 
mild degree: Grade II ditto, of severe degree: Grade 
III includes in addition retinopathy, ie., the abrupt 
development of serous (cotton wool patches) and 
haemorrhagic extravasations into and under the retina: 
Grade IV papilloedema 

There were 367 cases of “ mild” pre-eclampsia [the 
authors do not state what constitutes “ mild ” and what 
“severe” pre-eclampsia]. The retinal arteriolar changes 
were all of mild degree and were closely paralleled by 
the blood pressure. In 300 of them there were not any 
demonstrable changes; in 51 patients Grade I changes 
were recorded with 6 per cent foetal deaths, and in 
Grade II 16 patients with | foetal death (6 per cent). Of 
severe pre-eclampsia there were 205 cases. Blood pres- 
sure elevation and the degree of retinal arteriolar 
change closely paralleled each other, and in many cases 
seemed to indicate those in which foetal death might 
be expected. In 75 cases in this group with Grade O 
retinal findings there were 8 foetal deaths (11 per cent) 
directly due to the toxaemia. In 80 cases, Grade I 
changes were present with 12 foetal deaths (15 per 
cent) due to the toxaemia: in 50 patients with Grade II 
and Grade II] changes there were 14 foetal deaths (28 
per cent). Thus 80 per cent of all foetal deaths were 
associated with some retinal vascular change. There 
were 15 patients with Grade II] changes and yet 60 
per cent of the pregnancies resulted in living infants, 
all but | being delivered by Caesarean section. Thirty- 
five patients with eclampsia had retinal examination 
and in 17 of these, a!l of whom had a mild type of 
eclampsia, the examination failed to show any signifi- 
cant changes and in this group there were no foetal 
deaths. Of these 7 had blood pressures of 180/100 or 
over. Eight were classed as Grade | with 2 foetal 
deaths and in the Grade II there were 3 foetal 
deaths. Among the 4 in Grade Ill, 1 death, of an 
immature foetus, was preceded by bilateral inferior 
retinal detachment. This subsided and disappeared 
after delivery and 12 years later the visual fields were 
normal with full vision in each eye. The infant in the 
other 3 cases was born alive and was discharged well. 

Ihe authors conclude that in mild pre-eclampsia 
retinal examination is of definite value. By following 
the arterioles in the milder cases a base line for the 
interpretation of more advanced changes will be avail- 
able which will greatly increase the value of subsequent 
examinations. In addition, spasm often indicates the 
necessity for the premature termination of pregnancy 
with a resultant living infant. In severe pre-eclampsia 
the review indicated that the advancement of retinal 
change was direct!y correlated with foetal death. In 
Grade II the foetal death rate was 34 per cent as com- 
pared with 16 per cent in Grade O. Foetal deaths, how- 
ever, may occur when no spasm is evident, but if spasm 
develops the possibility of foetal death is increased 
and, in general, the premature termination of preg- 
nancy should be seriously considered. The authors’ 
experience indicated that foetal death was likely to 
occur within 3 weeks after the onset of arteriolar 
spasm in severe pre-eclampsia, and increasing vascular 


spasm is undoubtedly a very ominous sign. If, how- 
ever, it remains the same or is reduced, this alone is 
no real indication of improvement and termination 
should be seriously considered before the third week 
of the toxaemia. If haemorrhages or transudates are 
present the pregnancy should be interrupted as soon 
as possib'e. Almost all the retinal changes returned to 
normal in the pre-eclamptic groups within 3 months. 

F. J. Browne 


1416. Retinal Changes in the Toxemias of Preg- 
nancy. II. Mild and Severe Hypertension, Renal 
Disease, and Diabetes Mellitus. 

By R. LANDESMAN, R.G. DouGLas,and S. S. SNYDER. 
Amer. J. Obstet. Gynec., 63, 16-27, Jan. 1952. 7 figs., 
7 refs. 

This paper includes a discussion of the retinal 
changes in 172 cases of mild hypertension (blood-pres- 
sure ranging from 140/90 to 160/100) and 142 cases 
of severe hypertension (blood-pressure over 160/100). 
In the mild hypertensives detectable vascular changes 
in the retina were absent or were present only in mild 
degree. Foetal mortality, though low, was about twice 
that in the entire service but was essentially the same 
irrespective of the degree of vascular spasm. In Grade 
Il cases albuminuria was usua!ly absent in contrast to 
its occurrence in one fourth of the Grade II cases with 
severe hypertension. This suggests that the so-called 
superimposed toxaemia may be rather an increase in 
the degree of hypertensive disease during pregnancy 

In the severe hypertensive group the blood-pressure 
closely paralleled the retinal vascular changes. The 
foetal death rate increased as the retinal disease pro- 
gressed. Thus in Grades I and II the foetal mortality 
was 7 and 10 per cent respectively, but in Grades III 
and IV it was respectively 70 and 100 per cent. The 
progress of the hypertensive toxaemia is reflected as 
accurately by the behaviour of the retinal arterioles 
as by any other clinical sign or laboratory test, and 
frequent retinal examination may be of great assistance 
in the management of these patients. With no arterial 
changes the prognosis for the foetus is excellent, while 
in the presence of Grades III and IV changes, termina- 
tion is always indicated. With Grade I and II changes 
all the clinical factors including ophthalmoscopy must 
be taken into consideration. The presence of spasm, 
local or generalized, is always an ominous sign and 
indicates reduced chances of foetal survival. If Grade 
Il arteriolar changes are present with albuminuria and 
a diastolic pressure of 110 or over it generally means 
there will be little further foetal growth, and foetal 
death usually occurs in 2 to 4 weeks. In patients with 
advanced hypertension, who are evaluated in the first 
trimester examination of the eye grounds should play 
an important role. Even though a long standing history 
of hypertension is obtained, the presence of normal or 
but slight alteration of the retinal vessels suggests a 
very slowly progressing process and does not suggest 
the desirability of interruption. The retinal arterio'es 
accordingly reflect the changes of past hypertensive 
disease and those occurring during the pregnancy. This 
should be both an important factor in determining 
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whether a given pregnancy is adding serious cardio- 
vascular injury to the mother and a valuable diagnostic 
aid with respect to the baby. 

There were 27 patients with renal disease as indi- 
cated by the presence of albumin before or early in 
pregnancy. In these the foetal mortality was very 
closely correlated with the degree of retinal involve- 
ment. Thus in 5 cases retinal changes were absent and 
there were no foetal deaths; in the Grade I group of 
15 patients there were 5 foetal deaths all of which 
occurred in utero from the Sth to the 7th month. In 
Groups III and IV there were 9 patients and only 2 
living infants. A normal blood-pressure in early preg- 
nancy with Grade II retinal changes indicates prior 
hypertension and in all probability hypertension will 
develop before viability. The best foetal results in 
renal disease occur when persistent albuminuria is 
associated with normal retinal vessels and normal 
blood-pressure. 

When diabetes is associated with toxaemia, retinal 
vascular changes are a more ominous prognostic sign 
for the foetus than in toxaemia alone, and Grade Il 
retinal changes in the diabetic usually indicate death 
of the foetus unless it is promptly delivered. Diabetic 
retinopathy is rare in pregnancy. It tends to increase 
during pregnancy and may, by involving the macula, 
endanger the mother’s vision. Pregnancy in such cases 
is contra-indicated. 

These papers contain a mass of valuable detail and 
should be carefully studied in the original. 

F. J. Browne 


1417. The Effect on Renal Output of Drugs used 
in the Pregnancy Toxemias. 

By R. R. De Arvarez and D. F. RIcHaRDS. Amer. 
J. Obstet. Gynec., 63, 1263—1271, June 1952. 7 figs., 
10 refs. 

The drugs employed for the treatment of toxaemias 
of pregnancy have been mostly used either to sedate 
or to promote diuresis. Most of the information about 
their action has been got from study of non-pregnant 
or normally pregnant women. To determine their 
effect on renal output in toxaemias the authors studied 
72 hospitalized patients, 63 of whom had toxaemia of 
pregnancy. After preliminary equilibration and con- 
trol periods the drugs were administered in the same 
way as in treatment of toxaemias. Urinary output was 
measured in the same way as in the control period, 
the bladder being completely emptied and washed with 
each collection. 

Morphine was given as morphine sulphate in 16 mg. 
doses hypodermically to 25 toxaemic patients. Of these 
7 showed a decrease in urinary output, and 18 an in- 
crease, which ranged from 10 to 833 per cent, average 
115 per cent. It is therefore “ obvious that at least in 
patients with pregnancy toxaemia morphine acts in a 
distinctly diuretic manner”. There was no evidence 
of depression of renal plasma flow by the morphine. 
Magnesium sulphate was also tested. Following con- 
trol periods 2 ml. of a 50 per cent solution were given 
intravenously. Six out of 8 patients showed a depres- 
sion of renal output to an average of 38 per cent less 
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than the control average, and varying from 10.6 per 
cent to 53 per cent. In the 2 patients that showed 
diuresis the average increase in urinary output was only 
8 per cent over the control average. 

Hypertonic glucose is usually administered to reduce 
oedema in doses of 50 ml. of a 50 per cent solution 
intravenously. The authors failed to produce diuresis 
with this treatment; among 14 patients to whom it was 
given, 9 showed a decrease in urinary output of 19 per 
cent below the control average. In the authors’ experi- 
ence isotonic solutions of glucose have been consider- 
ably more effective in causing diuresis than hypertonic 
solutions. Tested in the same way, aminophylline and 
mercuhydrine were found to be diuretic, and meperi- 
dine (isonipecaine), lately largely used as a substitute 
for morphine, distinctly antidiuretic. 

F. J. Browne 


1418. A Physiological Study of Acute Renal 


Failure with Follow-up Observations. 
By L. C. Cuestey and W. H. McCaw. Amer. J. 
5 figs., 


Obstet. Gynec., 62, 1187-1197, Dec. 1951. 
18 refs. 

This is an account of 25 cases of acute renal failure, 
11 of which were associated with abruptio placentae 
and toxaemia; 6 had toxaemia without abruptio pla- 
centae; 2 had ruptured uterus and haemorrhagic shock; 
and ruptured tubal pregnancy, placenta praevia, idio- 
pathic haemorrhagic purpura, sulphadiazine 
administration accounted for 1 each. Eight of the 25 
died, the usual cause of death being the factor which 
precipitated the renal failure—prolonged and 
irreversible shock. 

Renal function. In all cases there was prefound in- 
ability to concentrate waste products in the urine, the 
urea concentration ratios being all between | and 3 for 
the first 15 days of renal failure. The concentration 
ratios for uric acid were nearly identical with those 
for urea, while the creatinine concentration ratios were 
slightly higher, ranging from 2 to 5. These low con- 
centration ratios persist for several days after the onset 
of diuresis and the blood levels of the waste products 
continue to rise for 2 to 4 days after diuresis begins. 
Normally the tubules reabsorb about 88 per cent of the 
uric acid filtered at the glomerulus, so that the clearance 
averages about 15 ml. per minute, roughly one fifth of 
the urea clearance. In acute renal failure the uric acid 
and urea clearances are nearly identical for the first 
2 weeks or more, this equality persisting for some time 
after the onset of diuresis. This is believed to be due 
to the fact that the tubular damage has knocked out 
the reabsorptive mechanism for uric acid. As a result 
of tubular failure to reabsorb uric acid, the uric acid 
clearance is disproportionately high throughout the 
course of the disease. It may return to “ normal” 
levels while the urea clearance, for instance, is only 
about 20 per cent of normal. At some point in the 
recovery phase the uric acid clearance may drop while 
the urea clearance is stil! increasing. This dispropor- 
tionately rapid rise in the uric acid clearance accounts 
for the fact that the blood uric acid falls much more 
rapidly than do the other retention products after 
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diuresis begins. Next to the uric acid clearance the 
creatinine clearance shows the most rapid rate of 
increase 

Potassium intoxication is one of the major hazards 
in acute renal failure and its renal excretion is there- 
fore of interest. Like creatinine it is only concentrated 
from 2 to § times, and as in the case of other waste 
products this inability to concentrate persists usually 
into the third week. Clearances of inulin and of para- 
aminohippurate (PAH) and the maximal tubular 
secretory capacity for PAH are markedly depressed 
and return to normal only after a period of months 
The same applies to clearances of urea and uric acid 

Five of the patients had 7 subsequent pregnancies 
without any complications. One other had a later 
normal pregnancy followed by another in which she 
died of eclampsia in the 22nd week 

The authors conceive the sequence of events in acute 
renal failure to be: (1) renal ischaemia with near- 
cessation of glomerular filtration as the initial factor; 
(2) the renal hypoxia damages or ki'ls areas of tubule 
cells permitting back diffusion; (3) after about the 10th 
day, when the tubules have regenerated, back diffusion 
probably becomes relatively insignificant and the poor 
renal function now depends upon the persistingly low 
blood flow and filtration rate, and the inability of the 
tubules actively to modify the glomerular filtrate in 
the normal manner F. J. Browne 


1419. The Use of a Cation Exchange Resin in the 
Management of the Fluid Retentions of Normal and 
Toxemic Pregnancies; Further Observations. 

By W. R. Penman. Amer. J. med. Sci., 223, 
657-662, June 1952. 1 fig., 4 refs 


Penman, in 1951, published the results of an inquiry 
into the value of a cation exchange resin (“ the potas- 
sium and ammonium form of a cross-linked poly- 
acrylic, polycarboxylic cation exchange resin”) in the 
management of fluid retention in normal and toxaemic 


pregnancy. These cases were in hospital with con- 
trolled intakes of sodium. He now publishes, from 
Philadelphia, Pennsylvannia, a sequel investigation on 
out-patients in order to determine the part played by 
hospital diet and to see if the resin could be safely 
used outside hospital. He includes, in this second 
series, several patients with abnormalities other than 
fluid retention. [The author does not specify precisely 
what were these other abnormalities; the criterion for 
their treatment with the resin was clinical oedema only 
from whatever the cause] 

Twenty-six patients were selected for this treatment 
and, of these, 8 did not take it long enough to provide 
sufficient significant data: & showed complete disap- 
pearance of oedema with substantial loss in weight: 9 
showed a reduction in oedema and weight. One case 
with severe rheumatic heart disease complicating preg- 
nancy was enabled to maintain a “dry weight”. The 
resin did not prevent the development of pre-ec'ampsia; 
it appeared to have a doubtful effect on hydramnios 
No case showed any evidence of sodium or potassium 
deficiency or of acidosis Denald Beaton 


1420. Tke Treatment of Toxaemia of Pregnancy 
with Hexamethonium Bitartrate. 

By R. Mutcany. J. Irish med. Ass., 31, 205-208. 
July 1952. 19 refs. 


The hypotensive effect of the short-chained metho- 
nium compounds is well known, but there has been no 
extensive tria! of their use in pregnancy toxaemia. The 
response to treatment with hexamethonium bitartrate 
(* Vegolysin T”) of 10 pre-eclamptics is described 
here. The bitartrate avoids the toxic effects of the 
bromide and iodide salts. After at least 48 hours bed- 
rest on a salt-free diet with luminal, Vegolysin T 
was given 3-hourly in oral doses of 0.35 g., (equivalent 
to 0.25 g. of the bromide), increasing daily until 
delivery, the largest daily dose being 7.35 g. No 
luminal was given during the experiment. Only 1 case 
showed any significant reduction in blood-pressure 
from 205/105 to 185/95 after a total dosage of 43.75 g. 

but the general condition and urinary findings were 
unaffected; Caesarean section was later necessary to 
avert eclampsia. In one case of pure toxaemia without 
established hypertension there was marked lowering of 
the blood-pressure on the second day, but no per- 
manent effect. In all cases urinary findings and fundi 
remained unaltered. Toxic effects——blurring of vision, 
dryness of mucous membranes, constipation—occurred 
with all doses of 4.9 g. or more daily. There were no 
foetal complications. Hexamethonium compounds 
appear to be useless in toxaemia, but since they are 
poorly absorbed, a trial with intravenous preparations 
is essential for a final evaluation. 

Margaret Puxon 


1421. Effects of Barbiturate Sedation on the Brain 
in Toxemia of Pregnancy. 


By M. L. McCatt and H. W. Taytor. J. Amer. 
med. Ass., 149, 51-54, May 3, 1952. 3 figs., 19 refs. 

In previous studies on the cerebral circulation and 
metabolism in toxaemia of pregnancy, the authors 
have shown that the cerebral blood flow is normal 
despite an increased cerebro-vascular resistance. In 
addition, in eclampsia with convulsions there is a 
decreased cerebral oxygen uptake. This paper 
describes the results obtained on extending this investi- 
gation to the effect of barbiturates on these functions. 

Over a period of 10 minutes, while patients breathed 
a mixture of 1S per cent nitrous oxide-21 per cent 
oxygen, blood was removed from the femoral artery 
and simultaneously from the jugular vein. The mean 
arterial blood-pressure was obtained directly from the 
femoral artery. 

The blood samples were analyzed for nitrous oxide, 
oxygen, and carbon dioxide content in the Van Slyke- 
Neill apparatus (Ketz and Schmidt, 1948). With these 
data, the cerebral blood flow, the cerebral oxygen 
consumption, and the cerebro-vascular resistance could 
be calculated. 

A series of 32 women, 15 with pre-eclampsia and 17 
with pre-eclampsia superimposed on mild essential 
hypertension, were studied in this way. 

After control values had been determined, the bar- 
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biturates were administered as described below and 
the measurements repeated. 

Eleven patients were given 10 per cent solution of 
amobarbital intravenously until consciousness was lost, 
the dosage required being 230-500 mg. 

In these the cerebral blood flow and oxygen uptake 
were diminished while the mean arterial blood-pressure 
and the cerebro-vascular resistance remained un- 
changed. 

Similar results were obtained with 9 patients given 
10 per cent solution of pentothal intravenously (dose 
200-900 mg.) 

However, when 500 mg. phenobarbitone was given 
intramuscularly to the remaining 12 patients, no 
changes were observed from control values. 

During the course of this investigation, 1 patient 
suffered an eclamptic fit during an actual assay of 
arterial and venous oxygen levels. During the convul- 
sion, which lasted 2 minutes, the blood oxygen content 
dropped precipitately and rose slowly thereafter (the 
patient breathing pure oxygen) to regain its normal 
value only after 40 minutes. The haemoglobin satura- 
tion and cerebral oxygen uptake varied in accordance 
with the arterial oxygen content. 

The authors conclude that, while sedation by bar- 
biturates may be justified in pre-eclampsia, their 
capacity for producing tissue anoxia added to the 
anoxia of a convulsion may cause further deteriora- 
tion in eclampsia. A. Tickner 


1422. Simultaneously Occurring Placenta Previa 
and Placenta Accreta. 

By R. W. Kistner, A. T. Hertic, and D. E. Rem. 
Surg. Gynec. Obstet., 94, 141-151, Feb. 1952. 5 figs., 
18 refs. 

The authors define placenta accreta as an abnormal 
adherence of the placenta, which may be total, partial, 
or focal. Pathologically, the decidua is deficient, 
placing the trophoblast in direct contact with the 
myometrium. 

Cases of concurrent placenta praevia and placenta 
accreta are rarely reported in the literature; the authors 
review 9 such cases, occurring in one hospital between 
1937 and 1951. In 1 case, only a succenturiate lobe 
was involved, lying in the region of the interna! os. Of 
these 9 cases, in 5 previous Caesarean section had 
been performed, but areas other than the scar region 
were the site of placenta accreta. 

The basic cause of placenta accreta is decidual 
variation, which in these reported cases is due to the 
abnormal implantation site of the placenta; in other 
groups of cases, it has been ascribed to intra-uterine 
manipulations. 

The authors postulate that the persistent bleeding of 
concurrent placenta accreta and praevia may be 
attributed to three causes: (1) opening of delated 
myometrial sinusoids by manual removal of tropho- 
blast, (2) insufficient local thrombosis in the vessels at 
the p'acental site, and (3) poor contractility of the 
lower segment. 

The treatment of choice in placenta accreta is sub- 
total hysterectomy; occasionally total hysterectomy is 
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indicated if the cervical canal is involved. The authors 
recommend as exception a young primigravida with- 
out serious haemorrhage. The placenta is then left 
in situ, and subsequently expelled. 

The authors conclude by saying that cases of con- 
current placenta accreta and praevia can be accurately 
diagnosed only by microscopic examination of the 
placenta. Barbara J. Nathan 


1423. Marginal Placental Bleeding. 

By B. A. Harris. Amer. J. Obstet. Gynec., 64, 
53-61, July 1952. 11 figs., 7 refs. 

The author states that a marginal sinus is always 
present in the placenta and supports his statement by 
a study of three placentas in situ, 2 of these at 20 
weeks’ gestation and one at 30 weeks. In all the mar- 
ginal sinus was present, with venous drains leading 
into the myometrium, and in 1 a small vein was found 
leading from the sinus into the intervillous space. The 
sinus walls are fragile and it is easy to imagine that 
any increase of intra-uterine venous pressure might 
cause extravasation of blood and marginal separation 
of the placenta. The diagnosis of marginal sinus rup- 
ture, which usually occurs through its decidual wall, 
depends on finding a rent in its wall with a thrombus 
at the site of the rupture, often associated with the 
presence of a massive and adherent marginal clot with 
flattening of the underlying cotyledons. If the haemor- 
rhage is massive it may simulate abruptio and diagnosis 
of the source of the bleeding is often conjectural. In 
these instances the only diagnosis possible is that of 
marginal separation. In a series of 51 unselected cases 
of antepartum haemorrhage, not consecutive, 82 per 
cent showed evidence of either marginal separation or 
actual marginal sinus rupture with a foetal mortality 
of 28.6 per cent. F. J. Browne 


1424. Toxaemic Accidental Haemorrhage—Obser- 
vations on its Aetiology, Phases, and Treatment. 

By O’Donet Browne. Proc. roy. Soc. Med., 45, 
414-417, July 1952. 

The author in this paper has condensed a mass of 
clinical experience based upon close observation of a 
series of 100 patients, of whom 7 died. He is careful 
to define true “ toxaemic accidental haemorrhage ” in 
order to separate it from those haemorrhages which 
are associated with the “shock albuminuria 
syndrome ",—-that is those patients who had no 
toxaemic symptoms before the loss of blood, but who 
passed albumen as a result of the shock following 
serious haemorrhage. 

During the clinical course there are two “ phases” 
which it is important to recognize. In Phase I there 
may be crarmpy abdominal pains, occasional slight 
vaginal bleeding and irregularity of the foetal heart. 
There may be transient albuminuria and fluctuations 
of blood pressure with a downward trend. It is essen- 
tial to recognize the symptoms and signs of the first 
phase, which may be mistaken for the onset of labour. 
This is the brief clinical period during which Caesarear. 
section and transfusion can save the baby and spare 
the mother a major risk. 
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In Phase II there is deep shock, falling blood pres- 
sure, reduced urinary excretion, and loss of the foetal 
heart beat. It is now that there is danger from failing 
heart and renal necrosis. It is not possible to diagnose 
the Couvelaire “splits” of the uterine peritoneum 
before laparotomy but they may be suspected when 
there is profound and increasing shock, falling urinary 
output and increasing albuminuria, more than 3 hours 
delay in delivery after the first haemorrhage, true 
toxaemia, no response to a 3-pint transfusion and 
labour has not begun. When these signs are present 
the prognosis is bad 

In an expanded series of 121 cases of toxaemic 
accidental haemorrhage there were 7 deaths. None of 
these women were in labour on admission, all had 
some concealed haemorrhage, all reached Phase Il 
shock and all the foetuses were dead. Couvelaire 
lesions were present in 5, absent in |, and unknown in 
1. Browne urges the sinister effect of delay in delivery 
after the first visible haemorrhage or signs of retro- 
placental bleeding. There is no longer any place for 
the former conservative treatment, and until these 
patients are treated by generous transfusion and ear'y 
delivery by Caesarean section, there will be no reduc- 
tion of mortality of mother or child. This paper is so 
packed with meat that it is difficult to do it justice in 
a brief abstract Aleck Bourne 


1425. Toxaemic Accidental Haemorrhage. 

By O'Donet Browne. Irish J. med. Sci., 6, 113-127, 
Mar. 1952 

The incidence of, and maternal! and foetal mortality 
from, accidental haemorrhage have scarcely varied at 
the Rotunda since 1919, although antenatal care has 
increased threefold. Not all cases are toxaemic in 
origin; true toxaemia is present in 72 per cent of cases, 
26 per cent being non-toxaemic. The average parity 
of mothers was 6.4 and the average age was 34 years: 
if the condition was primarily toxaemic in origin, a 
higher rate in primiparae would be expected. The 
foetal death-rate was 82 per cent in toxaemic and 21 
per cent in non-toxaemic cases. Maternal mortality 
was 7 per cent, all toxaemic 

If results are to be improved, early diagnosis of 
placental separation is important. Two phases are 
described: Phase I, where there are warning signs and 
symptoms such as irregularity of the foetal heart, 
slight vaginal bleeding, transient albuminuria, fall of 
blood pressure, and crampy abdominal pains, which 
are often confused with the onset of labour; Phase II, 
with abruptio placentae, severe shock and intra-uterine 
death of the foetus. The quantity of blood loss is not 
important, but absence of labour is always a grave 
sign. Oedema is present early in 53 per cent of cases 
(fluids are dangerous to these patients). Albuminuria 
is always present, either before the haemorrhage, due 
to toxaemia, or afterwards, due to renal anoxia; it 
disappears rapidly with improvement in output. 

Treatment has hardly changed over SO years and the 
maternal mortality rate remains about 10 per cent in 
Phase II cases. The author believes that the prognosis 
for mother and child can only be improved by earlier 
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Caesarean section, during Phase I if possible, and 
early and adequate blood transfusions. The lower 
segment operation without hysterectomy is preferred: 
since many Couvelaire lesions probably deliver them- 
selves and recover, hysterectomy should only be per- 
formed when the uterus is ruptured, as it requires a 
general anaesthetic and shock is greatly increased. 
Postpartum haemorrhage is a rare complication. 
Analysis of the 7 deaths in the author's 100 cases 
shows that all were Phase II with a dead foetus in 
utero, none had adequate transfusions, and section, 
when done, was desperate and belated. Improvements 
in anaesthetic and operative technique make earlier 
operation justifiable. Margaret Puxon 


1426. Habitual Abortion. Further Observations on 
the Prophylactic Value of Progesterone Pellet 
Implantation. 

By P. M. F. Bishop and N. A. Ricwarps. Brit. 
med. J., 1, 244-246, Feb. 2, 1952. 11 refs. 

The authors produce further evidence supporting 
their contention that early progesterone implantation 
therapy is valuable in the treatment of habitual 
abortion. 

Their statistics are particularly impressive in the 
group with 3 or more successive abortions. The paper 
includes an interesting discussion of relative work of 
Smith with stilboestrol, Bevis with nihilistic therapy, 
and statistical studies of Eastman and Malpas. 

D. B. Fraser 


1427. Congenital and Acquired Lesions of the 
Umbilical Cord and Spontaneous Abortion. 

By C. T. Javert and B. Barton. Amer. J. Obstet. 
Gynec., 63, 1065-1077, May 1952. 14 figs., 17 refs. 

In 1,000 consecutive cases of spontaneous abortion 
(defined as pregnancy terminating before 22 weeks 
with a foetus weighing 500 g. or less) there were 104 
cords showing congenital or acquired lesions (10 per 
cent) 

The cord was absent (achordia) in 9 cases, there was 
excessive torsion in 16, mostly at the foetal end and 
associated with deficiency of Wharton’s jelly, looping 
of the cord around the foetus in 4, coarctation in 6, a 
true knot in 1, oedema in 1, and absence of | artery 
in 1. In 14 cords there were 2 abnormalities such as 
looping and coarctation, looping and knot, and knot 
with excessive torsion. Thirty-five per cent of the 
foetuses were pathological. The paper is profusely 
illustrated and is well worth careful study. 

F. J. Browne 


1428. The Hormonal Prophylaxis of Abortion. 
(La prévention hormonale de l’avortement.) 

By H. BirnserG, D. A. SuHerper, and S. H. 
Livincston. Gynéc. et Obstét., 51, 244-247, 1952. 
8 refs 

Patients with previous abortions are treated at the 
Brooklyn Jewish Hospital, New York, by the follow- 
ing method: 

During the first 5 months: Prolactin, 100 units 
intramuscularly twice a week; progesterone, 10 mg. 
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intramuscularly twice a week; alpha-oestradiol, 5 mg. 
by mouth daily. 

From the Sth to 7th months: O¢estradiol benzoate, 
2,000 rat units twice a week. 

During the 8th month: O¢estradiol benzoate, 10,000 
rat units twice a week. 

Prolactin is thought to produce development of the 
corpus luteum. Of 29 patients with 1 previous abor- 
tion, 27 reached term; of 29 with 2 abortions 28 
reached term, and of 6 with 3 or more abortions, 5 
reached term. Of 36 cases, who became pregnant after 
2 or more years sterility, 31 reached term. 

A second method of treatment was: Prolactin, 100 
units twice a week from the end of the first week to 
the 7th month; and ethinyl oestradiol, 0.5 mg. thrice 
daily for the first 3 months and then 0.5 mg. daily 
until the 9th month. The results from this treatment 
were: 1 previous abortion, 6 out of 7 reached term; 
2 previous abortions, all 20 reached term and with 
3 or more previous abortions 17 out of 21 reached 
term. In patients with 2 or more years’ sterility treated 
like this, 30 out of 35 reached term. 

[The results given do not differ significantly from 
those expected by chance and there does not appear to 
be any evidence that this complicated treatment does 
any real good. No work later than 1946 has been 
considered in this paper.] D. C. A. Bevis 


1429. Results following Therapeutic Abortion in 
Pulmonary Tuberculosis. 

By G. Scuaerer and H. H. Epstein. Amer. J. 
Obstet. Gynec., 63, 129-135, Jan. 1952. 15 refs. 

The authors give a detailed analysis of the resu'ts 
in 63 patients on whom therapeutic abortion was per- 
formed for pulmonary tuberculosis and compare them 
with those in 407 tuberculous patients who were 
allowed to go to term. They adopt the classification of 
the American National Tuberculosis Association into 
far advanced, moderately advanced, minimal, and 
arrested disease. 

Of the 63 cases 6 per cent died, 13 per cent retro- 
gressed, 57 per cent were unchanged and 24 per cent 
were improved. Of the 470 patients delivered at term 
12 per cent died, 6 per cent retrogressed, 43 per cent 
were unchanged, and 39 per cent were improved. 

In order to judge the results following abortion and 
full-time delivery in patients with similar lesions, the 
“far advanced” patients in both groups admitted in 
the first 4 months of pregnancy were compared. There 
were 43 patients with far-advanced disease admiticd in 
the first 4 months who went to term. Of these 57 per 
cent were unchanged, 49 per cent were improved and 
14 per cent died or retrogressed. Forty-one ratients 
had therapeutic abortion, and of these 53 per cent were 
unchanged, 17 per cent were improved, and 30 per cent 
retrogressed or died. In the full-time delivery group 
with far-advanced disease, results were better when 
treatment was begun within the first 3 months. Thus 
in 43 cases in whom treatment was begun in the first 
3 months, 7 per cent died and 49 per cent were 
improved. When treatment was started after the first 
3 months, 32 per cent died and 19 per cent were 
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improved. This was one of the great disadvantages of 
therapeutic abortion, for the tendency was to await 
termination of the pregnancy and recovery from the 
operation, usually a period of 6 to 8 weeks, before 
starting active treatment. Thus 27 of the 41 patients 
who were aborted were treated by bed rest alone and 
48 per cent of them retrogressed or died. The 14 
patients who had treatment before abortion were all 
receiving pneumothorax before the pregnancy and this 
was continued. None of these died. 

The authors conclude that therapeutic abortion does 
not stop the retrogression of far-advanced pulmonary 
tuberculosis, and that the end results are no worse after 
full-time delivery than after therapeutic abortion. No 
opinion is offered regarding the management of 
moderately advanced, minimal, or arrested cases, prob- 
ably because the numbers of these on whom abortion 
was carried out were too small. F. J. Browne 


1430. Therapeutic Abortions with a Folic Acid 
Antagonist, 4-Aminopteroylglutamic Acid (4-Amino 
P.G.A.) Administered by the Oral Route. 

By J. B. Tuterscn. Amer. J. Obstet. Gynec., 63, 
1298-1304, June 1952. 13 refs. 

Nelson and Evans (J. Nutrit., 1949, 38, 11) showed 
that the addition of a crude folic acid antagonist to a 
folic acid deficient diet in rats resulted in complete 
resorption of the foetuses. Thiersch and Philips (Proc. 
Soc. exp. Biol., N.Y., 1950, 74, 204) induced foetal 
death and absorption in mice and rats that were being 
kept on a normal diet by injecting them with 3 small 
doses of the potent folic acid antagonist, 4-amino 
pteroy! glutamic acid (4-amino P.G.A.), during the first 
week of gestation. The experiments showed that mouse 
and rat foetuses are very sensitive to a folic acid 
deficiency which can be rapidly induced by a potent 
antagonist. 

The author has tried the method in 12 cases of 
human pregnancy. The drug was given orally, and to 
patients less than 3 months pregnant an initial dose 
of 2 mg. was followed by 3 to 10 subsequent doses of 
1 or 2 mg. at 12-hour intervals, the total dose being 
usually 6 to 12 mg. given over 2 to 5 days. In later 
cases an initial dose of 3 mg. followed by 2 or 3 doses 
of 3 mg. at 12-hour interva's was also found to be 
effective. In 3 cases a second course was given. The 
patients were told to omit from their diet all foods rich 
in folic acid. 

The toxic effects noted were slight abdominal dis- 
comfort, loss of appetite and, in 2 cases, uterine con- 
tractions. The peripheral blood showed a mild macro- 
cytosis, a moderate fall in haemoglobin, a decreased 
white cell count, and an occasional nucleated red cell. 
Ulcerative stomatitis and diarrhoea, which often com- 
plicate prolonged 4-amino P.G.A. therapy, were never 
noted. 

Foetal death and spontaneous abortion occurred in 
10 of the 12 patients, complete explusion of foetus 
and p'acenta occurring within from 5 to 30 days after 
administration of the drug. In 2 cases of pulmonary 
tuberculosis, the doses of 10 and 15 mg. of 4-amino 
P.G.A. failed to cause foetal death, and surgical induc- 
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tion had to be carried out. There was evidence that 
when the drug failed to cause immediate foetal death 
cranial malformation might occur, so it is recommended 
that use of the drug should, in the absence of reliable 
pregnaricy tests, be limited to patients in whom sur- 
gical intervention is possible to avoid malformation 
The action of the drug is regarded as entirely “ anti- 
folic” and indicates the importance of folic acid in 
early embryonic life. It may be that folic acid defici- 
ency plays a role in the production of spontaneous 
abortions. F. J. Browne 


1431. Treatment of Septic Abortion. 

By G. W. F. Burnerr. Brit. med. J., 1, 886-890, 
Apr. 26, 1952. 8 refs. 

I'he author has analyzed the treatment of 267 con- 
secutive cases of septic abortion admitted to the West 
Middlesex Hospital from 1946 to 1950. He defines 
septic abortion as abortion accompanied by a rise of 
temperature to 99° F. or over, sustained for 24 hours, 
and not accounted for by any extraneous cause. The 
267 cases represented 11.5 per cent of total admissions 
for abortion during that time 

The 267 cases were further classified into 3 types. 
In Type I the infection was still localized in the uterus, 
the abortion being either inevitable, complete, or 
incomplete. In Type II there was extra-uterine spread 
to the pelvis. In Type III there was, in addition, 
general peritonitis, or blood-stream infection. Eighty- 
six point five per cent were Type I, 10.9 per cent Type 
Il, and 2.6 per cent Type II 


In treating Type | cases the author stresses the diffi- 
culty in combining treatment to combat infection and 
that to empty the uterus and control haemorrhage. In 
the absence of haemorrhage, pending bacteriological 


reports, the patient was given 4 g. of sulphatriad 
followed by 2 g. 4-hourly, and 300,000 units of 
procaine penicillin twice daily. Treatment was later 
adapted to the organism grown-—streptomycin being 
used in a Bacterium coli infection with no improve- 
ment after 24 hours therapy. The uterus was emptied 
if necessary when the pyrexia had been settled for 
24 hours. If, however, there was no response to 
chemotherapy after 24-36 hours and the abortion in- 
complete, the uterus was evacuated in spite of pyrexia. 

The uterus was emptied in 93 per cent of Type | 
cases. When done after control of pyrexia only 9.8 per 
cent of patients had any further pyrexia, and only 3.2 
per cent developed pelvic spread. When done in the 
presence of continuing sepsis, 50.9 per cent developed 
further pyrexia and 13.2 per cent pelvic spread. Im- 
proved results were not obtained by delaying operation 
longer than 24 hours once the pyrexia had settled. 
There was no difference in the clinical course in 
patients who confessed to instrumentation and those 
who denied it 

The causal organism was identified in most cases. 
Bact. coli was present in 37.1 per cent—-half of which 
were severe cases, with spread in 16.2 per cent. Staphy- 
lococe: were cultured in 23.6 per cent—both the pyo- 
genic and the saprophytic strains giving rise to a high 
proportion of severe cases—and 19.1 per cent 
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developed extra-uterine spread. The haemolytic 
streptococcus was found in only 14.0 per cent but most 
of these were severe infections with spread in 21.4 per 
cent. Group A _ was isolated in only 3 patients. 
Clostridium welchii and anaerobic streptococci were 
encountered in 4 and 5 patients respectively. 

Mortality was low—2 patients died—0.75 per cent 
and only 0.09 per cent of all abortion cases. One 
patient died shortly after admission with uterine per- 
forations, the other from septicaemia. 

Eileen D. R. Wilson 


1432. Histochemical Observations after the Injec- 
tion of Soap Solution into the Pregnant Uterus. 
(Histochemische Beobachtungen nach Seifenwasser- 
einspritzung in die schwangere Gebdrmutter.) 

By E. WeiniG and W. ScHwerp. Dztsch. Z. ges. 
gerichtl. Med., 40, 649-663, 1951. 25 refs. 

The occurrence of sudanophil deposits in the uterus 
after injection of soap solutions, which has been con- 
firmed by animal experiments, is remarkable because 
the fat content of soap is, as a rule, small. The authors 
have studied 9 fatal cases of criminal abortion after 
such injections. In cases of acute air embolism fat was 
present mostly in the form of droplets, chiefly in the 
vessels. If a few days had elapsed between the injection 
and the examination these substances were found in 
vessels and lymph spaces; if severel weeks had 
elapsed they were present not only in lymph spaces but 
also in muscle cells. The authors point out that if 
involution of the uterus has already started, and in 
septic conditions, these findings must be interpreted 
with caution because of the possibility of fatty 
degeneration. In the absence of this, the presence of 
sudanophil deposits in the lungs, liver, and kidney 
may be taken as indicating embolism with soap par- 
ticles. Specific staining to elucidate chemica! changes 
has not been conclusive. W. Mestitz 


1433. Septic Spontaneous and Suspected Criminal 
Abortion. (Septischer Spontanabort und fragliche 
Abtreibung.) 

By H. Saar. 
605, 1951. 

In several cases in which criminal abortion was 
suspected, necropsy, with bacteriological and micro- 
scopical examinations, failed to confirm the diagnosis. 
There were, however, other possible sources of 
infection in septic foci of types which have been 
known to be the origin of fatal septicaemia or peri- 
tonitis. The author draws attention to the following 
points of importance in performing necropsy in cases 
of suspected criminal abortion. Even if the changes in 
the uterus seem to be typical, a most careful search 
must be made for another and older primary focus, 
such as the middle ear, sinus, pharynx, and, above all, 
the tonsils. Seemingly harmless skin wounds, which 
may have healed a long time before the necropsy, have 
been known to cause a severe sepsis. Thrombophlebitis 
and haemorrhoids are other possible aetiological 
factors. Peritonitis may originate not only in the 
appendix and gall-bladder, but in some other infection 
of the intestines, or it may be pneumococcal. The 
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urinary tract, the endocardium, and, of course, the 
uterine appendages must not be overlooked. 
W. Mestitz 


1434. The Treatment of Maternal Obesity. 

By J. S. Ricnarpson. Lancet, 1, 525-528, Mar. 15, 
1952. 1 fig., 1 ref. 

Dr. Richardson reports on the treatment of 40 
women who developed obesity during or immediately 
after pregnancy, whom he designates for convenience 
the obese, and 30 obese women whose fatness had no 
relation to pregnancy, described as the controls. 

The treatment given to both groups was a standard 
1,200 calorie diet with amphetamine in 5 mg. doses an 
hour before breakfast and the mid-day mea!. Thyroid 
and diuretics were never used. Those patients who 
took little food apart from one large meal a day were 
advised to distribute their caloric intake between 4 
meals a day. 

In comparing the response made to treatment by the 
2 groups it was found that when the women were 
grossly over-weight there was no difference between 
them in the rate or amount of reduction, but where the 
increase was moderate the controls lost more weight 
more quickly. When on diet 82 per cent of the obese 
and 47 per cent of the controls had a rapid initial loss 
of weight. Eleven per cent of the obese and 47 per 
cent of the controls reduced slowly all the time and a 
few in each group lost no weight. 

A useful! feature of this paper is the guidance given 
in the discernment of the pregnant women who are 
most likely to get fat. Dr. Richardson says attention 
should be paid to a history of maternal obesity in 
their mothers, a tendency to be over-weight before 
marriage, and a high birth weight. A woman with this 
history, who reaches delivery without becoming obese 
and in whom lactation is established, should take 
advice about her diet. It is, however, advised to begin 
the diet in the early months of pregnancy whenever 
possible. 

Dr. Richardson concludes by saying: “ When mater- 
nal obesity is established its treatment with diet may be 
more difficult than the treatment of other forms of 
obesity. An initial rapid fall, possibly due to fluid loss, 
is followed by a difficult period during which loss is 
very slow or in which weight may be gained, and dis- 
couragement can easily ensue.” B. S. P. Gurney 


1435, Pregnancy and the Heart. [In Russian.] 

By M. F. Taron. Ter. Arkh., 24, 53-64, 1952. 22 
refs. 

The question whether pregnancy is likely to affect 
the prognosis in heart disease is very controversial. 
From a study of the literature on the subject and from 
personal observation the author draws the following 
conclusions: (1) Hypertrophy of the heart has never 
been observed to occur during normal pregnancy, the 
apparent increase in its size being due to the change 
of position caused by the high level of the diaphragm. 
(2) Systolic murmurs are audible at the apex and over 
the pulmonary artery in 30 per cent of healthy preg- 
nant women and are functional, disappearing after 
delivery. (3) The common symptoms of palpitations 
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and dyspnoea during pregnancy are due to the changes 
in tonus of the vegetative nervous system and in endo- 
crine function. (4) No changes in haemodynamics have 
been observed during normal pregnancy, and the cir- 
culation time remains normal. (5) Venous pressure 
changes very little during normal pregnancy and in the 
immediate pre- and postnatal periods. (6) Ine mere 
presence of a valvular lesion of the heart does uot 
justify the termination of pregnancy, which is neces- 
sary only when there is cardiac failure, or active 
rheumatic disease. (7) On the other hand, pregnancy 
in a patient with mitral stenosis is not well tolerated: 
a recurrence of active carditis usually occurs which, 
according to the author, has a mortality of 5 per cent 
(all in the postnatal period). (8) Caesarean section 
should be performed only in cases of cardiac failure 
and in obstetric emergencies. H. W. Swann 


1436. Pregnancy and Labour in Women with 
Cardio-vascular Disease [In Russian.] 

By A. P. Nixoratew. Akush. Ginek., No. 2, 3-10, 
Mar.-Apr. 1952. 

The author reviews the Soviet legislation and scien- 
tific approach of the obstetrician towards, and labour 
in, women affected by cardio-vascular disease. 

The State legislation allows the interruption of preg- 
nancy in cases of valvular heart disease, endocarditis, 
myocarditis, pericarditis, commencing stages of cardio- 
vascular insufficiency, and syphilitic mesaortitis. It is 
advised that women with such diseases should be 
enlightened about the risk of their gestation and fully 
instructed how to avoid pregnancy. If, however, preg- 
nancy has occurred and has advanced to 2 or 3 months, 
particularly in women affected by mitral stenosis or 
syphilitic mesaortitis, it is the author's view that preg- 
nancy should be interrupted. Should pregnancy have 
advanced beyond half term prolonged hospitalization 
is strongly advocated. The labour should be con- 
ducted either by the application of “ psycho- 
prophylactic methods ” or under hypnosis. 

E. W. Collis 


1437. The Hematologic Response of the Pregnant 
Woman to Intravenous Saccharated Iron Oxide. 

By D. B. NicHoLson and N. S. ASSALI. Surg. Gynec. 
Obstet., 94, 513-518, May 1952. 7 figs., 22 refs. 

In the Department of Obstetrics, Cincinnati General 
Hospital, the response to intravenous saccharated iron 
oxide was studied in 6 anaemic women antepartum, 
and in 6 anaemic women postpartum, and was com- 
pared with the response of 4 non-anaemic pregnant 
women as controls. There was an immediaté erythro- 
poietic response of the anaemic patients proportional 
to the initial severity of the anaemia. The iron was 
given either by intermittent intravenous injection or by 
continuous intravenous drip. If the total dose of iron 
given does not exceed the required amount (a formula 
for the calculation of the iron requirement is given by 
the authors) side-effects are minimal, but the authors 
believe that this form of treatment should be reserved 
for patients who are unsuitable for oral therapy. 

Ellis Dresner 
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1438. Intravenous Iron in the Treatment of 
Anaemias in Pregnancy. 

By C. Muxnerser. Indian J. med. Sci., §, 689 
700, Dec. 1951. 23 refs 

In the majority of obstetric centres in India treat- 
ment of anaemia consists of oral administration of iron 
with some form of hepatic anti-anaemia principle 
Such treatment has been found unsatisfactory in that 
patients seek treatment too late for it to be of value, 
and also there is frequent lack of tolerance to iron 
given by mouth 

The author has, therefore, treated 129 cases of preg- 
nancy by intravenous injections of iron. On 106 cases 
full haematological investigations were carried out. 
The investigations included estimation of haemog!obin 
(Sahli’s method), erythrocytes, mean corpuscular 
volume and haemoglobin, haemoglobin concentration, 
reticulocytes, serum iron, and bone marrow biopsies. 

All cases of megaloblastic anaemia were excluded. 
Eighty-four cases of hypochromic and 22 cases of 
dimorphic anaemia were given injections of saccha- 
rated oxide of iron containing 20 mg. of elemental 
iron per ml 

Daily injections consisting of 50 mg. in the first 
instance and thereafter 100 mg. for 3 weeks, were 
employed. A dry syringe was used since any addition 
of saline or glucose solution caused febrile reactions, 
probab'y due to alteration of the critical pH of 10.6 
of the iron solution with the resultant flocculation of 
serum proteins. Severe heavy metal reactions were not 
observed but vaso-vagal attacks occurred in 2 cases and 
were relieved by morphine and atropine. Throughout 
the course of treatment all patients were given a 
balanced high protein diet. The regeneration of haemo- 
globin was rapid after an initial fall during the first 
3-4 days due to increase in plasma volume; followed 
by a steady rise during the subsequent days of treat- 
ment 

Three 
observed 

(1) In 84 cases, who were suffering from anaemia 
without nutritional disturbances, the increase of 
haemoglobin was rapid in the first week associated 
with a reticulocyte crisis between the 3rd—Sth day, Le., 
2.7, 2.2, and 1.5 g. respectively 

(2) In 56 cases suffering from anaemia and nutri- 
tional deficiency together with intestinal helmin- 
thiasis and/or amoebiasis or hypochlorhydria or 
achlorhydria, with enlargement of spleen or liver in 
12 cases, the total increase of haemoglobin was only 
slightly less than that in the previous group; the initial 
response, however, was poor, ie., 0.74, 3.6, and 1.8 g. 
respectively 

(3) In 16 cases anaemia was associated with gross 
nutritional deficiency and constitutional disturbances 
including diarrhoea and dysentery. There was achlor- 
hyria or hypochlorhydrna in 17 cases, the liver or 
spleen was enlarged in 19 cases. The increase of 
haemoglobin was delayed till the second week and the 
total gain was less than in the previous groups, 0.64, 
1.2, and 3.6 g. respectively 
On following up 56 of the patients who continued 


types of response to treatment were 
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pregnancy for 3 weeks or more after the haemoglobin 
concentration reached 13.5 g. per cent, the following 
observations were made. (a) In 19 cases which 
received no further iron there was an average decrease 
of haemoglobin of 2.84 g., 19 to 26 days later. (b) In 
18 patients 100 mg. of intravenous iron was given twice 
a week; the haemoglobin level remained stationary in 
6 who developed some physical disability, ie., pyelitis, 
amoebic colitis, or antepartum haemorrhage. In the 
remainder the haemoglobin was raised by 1.46 g. (c) 
Of 19 patients who received 12 g. of ferrous sulphate 
per day, in 6 the haemoglobin improved by 0.76 g., 
and in 9 the haemoglobin level remained stationary. 
In the remaining 4, gastro-enteritis supervened and this 
was associated with a rapid decline in haemoglobin 
level. 

Twenty-two cases, which were classified as dimor- 
phic anaemia (deficiency of iron an intrinsic factor), 
showed a response similar to that of the hypochromic 
anaemias, with the exception of 5 patients who were 
oedematous and required administration of p'asma 
protein and amino-acids before erythropoesis became 
evident. 

In pregnancy a satisfactory response to treatment 
depends on the amount of iron initally stored in the 
maternal body. This store is available for foetal 
erythropoesis, for providing the foetus with a reserve 
of iron for early postnatal life, and providing the needs 
for the mother’s haemopoetic system. Success also 
depends on the absence of nutritional disorders, and, 
if these be present, the administration of extra proteins; 
and finally on the absence of infection and haemor- 


rhage. Jean R. C. Burton-Brown 
1439. Iron and the “ Physiological” Anaemia of 
Pregnancy. 


By N. BensteaD and G. W. THeosacp. Brit. med. 
J., 1, 407-410, Feb. 23, 1952. 3 figs., 22 refs. 

There are conflicting reports in the literature regard- 
ing the degree of so-called physiological anaemia that 
can be considered normal in pregnancy. 

The present investigation aimed at assessing (a) the 
incidence of anaemia in pregnancy in an industrial 
area, (b) the results obtained by administration of iron 
either from the 16th week until term or for 8 weeks 
from the 24th week, and (c) whether the addition of 
18 mg. molybdenum oxide to the daily dose of 18 
grains (1.17 g.) ferrous sulphate was effective in increas- 
ing the absorption or utilization of the iron. Haemo- 
globin concentration and packed cell volume were 
estimated monthly and on the 6th day of the puer- 
perium. 

Results showed that, of the 2,000 consecutive cases 
investigated at or before the 16th week, 60 per cent 
were subnormal with haemoglobin values under 12 g. 
per 100 ml. and that in 6.5 per cent the level was 
below 10 g. per 100 ml. 

Conclusions reached were: 

(1) The “ physiological” anaemia of pregnancy is 
associated with a subnormal mean corpuscular haemo- 
globin concentration. 

(2) Normal (non-pregnant) values are maintained if 


4 

| 
4 


REVIEW OF CURRENT LITERATURE 


therapeutic doses of ferrous sulphate are administered 
throughout pregnancy. 

(3) The administration of ferrous sulphate or of 
molybdenized iron from the 24th week for only 8 
weeks results in recovery from the commencing 
physiological anaemia followed by maintenance of 
normal blood values. 

(4) The addition of molybdenum to the iron tablets 
does not make them more efficacious in preventing or 
treating anaemia in pregnancy, but is advantageous as 
it results in the iron being better tolerated. It is, there- 
fore, recommended for routine use in antenatal clinics. 
Doreen Daley 


1440. Response of the Megaloblastic Anaemias of 
Pregnancy to Animal Protein Factor. Preliminary 
Report. 

By H. Foy, A. Konpi, and A. HarGreaves. Brit. 
med. J., 1, 852-853, Apr. 19, 1052. 1 fig., 14 refs. 

A pregnant African woman suffering from megalo- 
blastic anaemia of pregnancy was treated with a mix- 
ture containing “ aurofax” or animal protein factor 
(A.P.F.). This substance is described as a fermentation 
product of Streptomyces aureofaciens and a by-product 
of the manufacture of aureomycin. It contains at least 
4 factors in each 250 mg. capsule, namely, A.P.F., 6.7 
mg. of aureomycin, 1 »g. of vitamins B,,, and B,,,, 
and an “ unknown factor”. The patient showed satis- 
factory improvement. The authors ascribe the hae- 
matological and clinical response to the A.P.F., but 
alternatively they suggest that it may have been due to 
changes in the bacterial flora of the gut brought about 
by the aureomycin, or to the unknown haemopoietic 
factor present in the mixture, or to the small amount 
of vitamin B,, (cyanocobalamin), or to the sparing 
action of the aureomycin on the vitamin. [Their argu- 
ment is not very convincing.] John F. Wilkinson 


1441. Antepartum Dicumarol Therapy. 

By R. V. MANSELL. Amer. J. Obstet. Gynec., 64, 
155-161. July 1952. 31 refs. 

The author describes the use of dicoumarol in 5 
pregnant women with thrombophlebitis. One of the 
women started treatment at the 8th week of gestation 
and received it almost continuously for 21 weeks. 
Another received 3,400 mg. administered over 42 days. 
There was no ill effect on mother or child and all 
pregnancies went to term. One of the babies, whose 
mother had 2,400 mg. spread over 43 days, was un- 
eventfully circumcised on the 6th day after its birth. 
It was especially interesting that in 2 of the cases 
therapy was instituted in the first trimester and yet 
there was no foetal abnormality. 

From the fact that none of the patients aborted, 
had any episodes of uterine bleeding or foetal abnor- 
malities, it would appear that, when safe levels of 
prothrombin time (25 to 30 sec.) are maintained, there 
is nothing to fear from dicoumarol and that it may 
be employed in the antepartum period without ill 
effects on mother or child provided the patient is 
under constant supervision. F. J. Browne 
I 


881 


1442. Studies in Rh Sensitization: Importance of 
the Titre of Rh Antibodies in the Sensitized Pregnant 
Rh-negative Woman for Prognosis. 

By A. S. Wiener, R. Nappi, and E. B. Gorpon. 
Amer. J Obstet. Gynec., 63, 6-15, Jan. 1952. 19 refs. 

During the past few years the authors have carried 
out antenatal Rh antibody titrations in a series of 548 
Rh negative women of whom 211 were sensitized, and 
in a second series of 111 cases referred because of a 
history of erythroblastosis in the family. The purpose 
of the present paper is to analyze the observations in 
the 2 series in order to determine the part played by 
Rh antibody titre in prognosis. 

Among 334 babies born to the Rh negative mothers 
not sensitized to the Rh factor there were no cases 
of erythroblastosis. Among the liveborn babies there 
were 104 Rh negative and 230 Rh positive, including 
2 sets of twins. This supports that if an expectant Rh 
negative mother is not sensitized to the Rh factor this 
precludes the possibility of stillbirths caused by Rh 
sensitization, though there is still the rare possibility 
of erythroblastosis due to sensitization to A, B, Ke!l or 
other blood factors. 

Among 211 babies born to sensitized Rh negative 
mothers, 188 were Rh positive and 23 Rh negative. 
Among the Rh positive babies of the sensitized 
mothers 35 (19.1 per cent) were stillborn while all 23 
Rh negative babies were born alive without any sign 
of erythroblastosis. All the Rh negative babies 
examined were found to have univalent Rh antibodies 
in the serum with a titre equal to that of the maternal 
univalent antibody titre. With regard to the Rh posi- 
tive babies, the stillbirth rate was correlated with the 
titre of Rh antibodies in the maternal serum and 
ranged from 61 per cent, when the maternal antibody 
titre was 4 units or less by the albumin plasma method, 
to 44.4 per cent when the maternal titre was as high 
as 65 to 256 units. 

These results show that the titre of Rh antibodies in 
the sensitized Rh negative mother’s serum is the most 
important factor determining whether or not an Rh 
positive foetus will be stillborn. The fact, however, 
that occasionally the baby may be stillborn though the 
maternal antibody titre is high indicates that the baby’s 
resistance to the antibody may also play a role. An 
important subject for future investigation is to find 
what are the constitutional factors that affect the sus- 
ceptibility of an Rh positive baby to Rh antibodies. 
In the 111 additional sensitized Rh negative women 
studied because of a history of having had erythro- 
blastotic babies, the mortality rate was also clearly 
correlated with the antibody titre. 

The correlation between mortality rate and anti- 
body titre suggests the use of maternal antibody titre 
as a criterion of severity when comparing the effec- 
tiveness of different methods of treatment. 

F. J. Browne 


1443. Chronic Ulcerative Colitis and ° 

By M. Patrerson and E. J. Eytince. New. Engl. 
J. Med., 246, 691-694, May 1, 1952. 10 refs. 

The authors have reviewed the records of 16 patients 
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with ulcerative colitis seen at the Lahey Clinic, Boston, 
who became pregnant after the onset of the colitis or 
who developed it while pregnant, and have attempted 
to assess the effect of pregnancy on the disease. In all, 
a total of 27 pregnancies occurred in these patients. It 
did not appear that pregnancy caused an exacerbation 
or affected the disease process in any constant fashion, 
although those patients who developed the disease 
during pregnancy were acutely ill. [It is well known, 
however, that the severity of the initial attack tends to 
be greater than that of subsequent relapses.] 
T. D. Kellock 


1444. The Conduct of Pregnancy Complicated by 
Diabetes Mellitus. 

By H. H. F. Barns and M. E. Moraans. 
J, 1, 1058-1060, May 17, 1952. 5 refs. 

The authors put forward a case for not inducing 
premature delivery in pregnancies complicated by 
diabetes mellitus. They compare the recent results of 
premature induction along with those where pregnancy 
proceeded to spontaneous termination and show that 
the foetal survival is about the same. They now 
review the results of 24 diabetic pregnancies treated 
conservatively at University College Hospital since 
1947 

The “majority of patients” received stilboestrol 
Starting at the first attendance, the dose being gradu- 
ally increased up to 160 mg. a day at the 36th week. 
Pregnancy was terminated by section at 36 weeks in 
one case because of severe toxaemia; the child sur- 
vived. There were | neo-natal and 3 intra-uterine 
deaths, 2 of which occurred before the 36th week and 
would not, of course, have been saved by routine 
iiduction at that time. A large proportion of the 
mothers went into spontaneous premature labour at 
17 to 39 weeks. Forceps were used for delivery in 6 
of the live births 

The authors thus claim a foetal survival of 20 out of 
24 with the added advantage that the maturer infants 
breast fed more satisfactorily. They put considerable 
emphasis on the value of the close co-operation 
between physician, paediatrician and obstetrician in 
appraising these results 

[No indication ts given of how many patients were 
treated with oestrogens or any correlation of these 
with the stillbirths, neo-natal death or toxaemia.] 

Donald Beaton 
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1445. Hyperthyroidism in Pregnancy. 

By M. EF. Dattey and R. C. Benson. Surg. Gynec. 
Obstet, 94, 103-109, Jan. 1952. 3 figs., 42 refs. 

This paper records a study of 21 pregnant patients 
with hyperthyroidism seen at the University of Cali- 
fornia Hospital during the years 1939-1950. The dis- 
order was mild in $, moderate in 12 and severe in 4. 
Hyperthyroidism ts said to increase the abortion rate 
and abortion occurred spontaneously in 4 of the cases 
studied, 2 within a day of two of thyroidectomy. The 
ind occurred in a patient treated with radio-active 
iodine prior to the diagnosis of pregnancy, who, how 
ever, had a hydrope foetus and the abortion was con- 
sidered to to be due to rhesus tmmunization. The 4th 
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was a tubal abortion. Therapeutic abortion on 
account of serious hyperthyroidism was performed 3 
times; in 2 cases hydropic degeneration of the placenta 
was observed. 

Excessive bleeding was not found in this series. In 
at least 10 patients subsequent normal pregnancies and 
deliveries occurred after the control of the hyper- 
thyroidism. 

No evidence of a deleterious effect of pregnancy 
upon hyperthyroidism was found, although 12 of the 
21 patients dated the onset of hyperthyroidism from 
the pregnancy under study or a previous pregnancy. 

No evidence of developmental abnormality of the 
foetus attributable to the hyperthyroidism was found 
and al! the children delivered in this series were 
normal. The only stillbirth occurred 2 months after 
thyroidectomy. The authors warn, however, against 
the dangers to the foetus of radio-active iodine and 
of thiouracil used in treatment of hyperthyroidism 
during pregnancy. 

It is difficult to diagnose minimal thyrotoxicosis 
during pregnancy but such symptoms as nervousness, 
excessive perspiration, palpitation, looseness of stools 
and failure to gain weight should lead to a considera- 
tion of this diagnosis. 

In treatment of hyperthyroidism associated with 
pregnancy, the use of the anti-thyroid agents, which 
may cross the placental barrier and affect the foetal 
thyroid is contra-indicated, although a short course of 
thiouracil as a pre-operative preparatory measure may 
be given with safety. Radio-active iodine is clearly 
contra-indicated. The usual medical treatment in this 
series was administration of sedatives and Lugol's solu- 
tion. Sub-total thyroidectomy was performed in 19 
patients between the Ist and 7th months of pregnancy. 
All patients in the series recovered from their thyro- 
toxicosis, but 5 subsequently become hypothyroid. In 
1 patient X-irradiation postpartum was required to 
effect complete cure. No evidence of any relationship 
between hyperthyroidism and toxaemia of pregnancy 
was found. 

It is concluded that the treatment of choice during 
pregnancy is sub-total thyroidectomy after adequate 
medical preparation. It is rarely that therapeutic 
abortion should be required except in cases where 
repeated surgery has failed to control the hyper- 
thyroidism. It is important to ensure that there shall 
be an adequate supply of circulating thyroid hormone 
after thyroidectomy, and it may be necessary, there- 
fore, to adopt thyroid medication after thyroidectomy 
in 4 proportion of cases. The risk of abortion will be 
less if thyroidectomy is postponed until the 2nd 
trimester. J. A. Chalmers 


1446. Hodgkin’s Disease and Pregnancy. 

By H. L. Stewart and R. W. Monto. 
Obstet. Gynec., 63, 570-578, Mar. 1952. 
refs 

The capricious course of Hodgkin's disease makes 
appraisal of the influence of pregnancy difficult. The 
authors have had 3 women with the disease in 4 preg- 
nancies, and though | of them died 44 years after 
delivery they do not think there is any evidence in the 
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clinical histories, of which they give abstracts, that any 

of them were unfavourably affected by the pregnancy. 

[From experience of | case the abstracter has no 

hesitation in coming to the opposite conclusion, and 

in advising termination of the pregnancy as early as 
possible—or still better not to become pregnant.) 
F. J. Browne 


1447. Psoriasis and Pregnancy. (Psoriasis und 
Schwangerschaft.) 

By T. GrineperG. Hautarzt, 3, 155-159, Apr. 
1952. 10 refs. 

The author, from the University Dermatological 
Clinic, Halle, presents the conclusions he has reached 
after studying a series of 197 patients in 462 preg- 
nancies. In an earlier study he had observed the 
beneficial effect of adrenocorticotrophic hormone on 
the course of psoriasis. Pregnancy produces a similar 
adrenocorticotrophic effect, namely, an enlargement in 
the zona fasciculata and an increase in its lipoid con- 
tent. 

In 46.8 per cent of his cases there was marked im 
provement of the psoriasis during pregnancy, in 49 
per cent there was no great change, and 4 per cent 
became worse during pregnancy. On the whole, im- 
provement was marked in generalized cases, including 
psoriasis arthropathica, whereas cases limited to the 
classical sites (knee, elbow, scalp) remained stationary. 
In these cases local factors may predominate over 
general factors. Recurrence occurred in most cases, 
usually soon after confinement. The 10 cases in which 
deterioration occurred are presented in more detail; 6 
of the pregnancies were atypical for the patients con- 
cerned, 2 were normal, and in 2 cases the recurrence 
seems to have been of seasonal character. 

The beneficial effect of pregnancy is only transitory, 
but subsequent pregnancies, especially if normal, are 
equally beneficial. The author considers that the 
adrenal cortex is capable of increased activity in 
psoriasis—otherwise Addison's disease would develop 
in at least some cases—and that an activation of the 
cortex resembling Selye’s alarm reaction occurs during 
pregnancy. The parallelism between the improvement 
of polyarthritis and of psoriasis in pregnancy and with 
jaundice is pointed out and discussed. In conclusion 
the author admits that pregnancy is a very complex 
process and that possibly ionic changes and thyroid 
or placental hormones play a role in the improvement. 
He obtained some improvement in psoriasis in men 
by implants of 100 mg. of progesterone, and | dramatic 
cure in a women by the same treatment. Oecestrogens 
also enhance the effect of cort‘costeroids in the treat- 
ment of psoriasis, probably by' acting on the adrenal 
cortex Ferdinand Hillman 


1448. Endometriosis in Pregnancy, Clinical Obser- 
vations. 

By H. L. Gainey, J. E. Keever, and K. S. 
NIcHOLAY. Amer. J. Obstet. Gynec., 63, 511-523, 
Mar. 1952. 7 figs., 16 refs. 

This is a report of 38 cases of external endometriosis 
associated with pregnancy but only 13 of the cases 
were confirmed by histological study. In 34 the effect 


883 


of pregnancy on the lesions was recorded. Objectively 
14, or 41.2 per cent, showed improvement in pelvic 
findings on bimanual examination following preg- 
nancy, and 20 (58.8 per cent) revealed no change. In 
those showing no improvement this was true following 
1 or more pregnancies with 1 exception. This showed 
no improvement following her first pregnancy but did 
show improvement after the second. Of the 25 patients 
eligible for discussion under the heading “ subjective 
complaints", 20, or 80 per cent, noted improvement 
in symptoms, varying from improvement to disappear- 
ance of subjective complaints. Three patients with 
utero-sacral ligament and ovarian endometriosis 
reported no improvement. The most striking improve- 
ment was in a patient with extensive recto-vaginal 
involvement where almost total involution took place 
and persisted until the last examination 8 months after 
delivery. Recurrence was, however, recorded in 3 
patients at 4, 2 and | years postpartum. 

As regards complications, 46 children were delivered 
following the diagnosis of endometriosis. There were 
6 abortions in 57 pregnancies, or 10.5 per cent (5 
undelivered at the time of the report). In a control 
series of 1,000 obstetrical patients the incidence of 
abortion was 9.5 per cent. In | case torsion of adnexa 
with ovarian cystoma of endometrial origin occurred, 
and in another there was a primary ovarian pregnancy 
for which it was possible that the endometrosis pro- 
vided a nidus. There was no evidence that any case 
was made worse by the pregnancy. 


F. J. Browne 


1449. Pregnancy Associated with Congenital Abnor- 
malities of the Female Reproductive Tract. 

By A N. Fenton and B. P. Sincu. Amer. J. 
Obstet. Gynec., 63, 744-755, Apr. 1952. 1 fig., 18 refs. 

During the 25 years 1925-1949, 62 pregnant women 
were observed in the Sloan Hospital for Women, New 
York. They had a total of i46 pregnancies of which 
only 96 were followed in that hospital. The ma!for- 
mations were the usual ones and included 18 cases of 
uterus didelphys, 5 of congenital stricture of the vagina 
and 9 of septate vagina. 

The spontaneous abortion rate was 16.5 per cent, 
which was 3 times as great as the rate for all patients 
in the hospital, i.e., 5.6 per cent. Only 56 per cent of 
the pregnancies went to term compared with 85 per 
cent, which is the term birth rate in the hospital. 
Though no case of placenta praevia occurred in the 
series there were 6 cases (5.5 per cent) of premature 
placental separation with haemorrhage and it: 7.4 per 
cent there was unexplained antepartum bleeding, the 
incidence of these 2 complications in all hospital cases 
being respectively 1.2 and 1.9 per cent. 

The frequency of breech and transverse presentations 
was increased, especially in uterus didelphys: 1¢ 
breech and 3 transverse. There was no evidence that 
the frequency of multiple pregnancy was increased 
and there was no example of superfoetation. Two 
patients had incarceration of the empty horn during 
pregnancy necessitating laparotomy. With regard to 
labour complications, premature rupture of the mem- 
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branes occurred in 44 per cent, apparently associated 
with the malpresentations; uterine inertia was observed 
in 20 per cent-—a marked increase over the hospital 
rate of 3 per cent, and would possibly have been 
greater but for the high Caesarean section rate of 35 
per cent. In no case did the empty horn obstruct 
labour. The patients with congenital stricture of the 
vagina were al! treated by elective Caesarean section. 
The placenta was retained and had to be manually 
removed in 9 per cent, and postpartum haemorrhage 
in excess of SC) ml. occurred in 5.2 per cent, compared 
with the over-all hospital incidence of 0.4 per cent, 
while curettage for retained secundines was necessary 
in 12.9 per cent, the usual hospital incidence being 0.8 
per cent. There was no maternal mortality and the 
gross foetal mortality was 19 per cent, which included 
2 infants with congenital malformations incompatible 
with life. Early diagnosis of these anoma!ies is the 
keystone to careful antenatal supervision and proper 
management. The possibility of their presence should 
always be kept in mind for they are often discovered 
only when complications arise. F. J. Browne 


1450. The Effect of Rubella Virus on the Human 
Embryo. (Zur Wirkung des Erregers des Rubeolen 
aul den menschlichen Keimling.) 

By G. ToOnppury. Helv. paediat. Acta, 7, 105-135, 
Apr. 1952. 14 figs., 20 refs 

Ihe author examined 6 embryos of different ages 
whose mothers had developed rubella between the 35th 
and Sist day of pregnancy. The rubella virus is 
capable of passing the placental barrier without 
damaging the chorionic epithelium, the danger period 
for the foetus being the first 3 months of pregnancy. 
The embryos did not show any signs of generalized 
disease, but there was evidence of disturbance of the 
development of various organs, such as the lens, the 
inner ear, and the enamel organ. Although the 
development of the eyes appeared to be normal a more 
or less pronounced degeneration of the lens fibres was 
found, associated in | case with microphthalmia and 
in another with cataract. While the histological 
changes in the lens were present even in an embryo 
examined within 17 days of the mother developing the 
disease, the sensory cells of the inner ear and the cells 
of the enamel organ showed signs of destruction only 
in | embryo which was not born until 222 days after 
the appearance of the rubella rash. 

Franz Heimann 


1451. Poliomyelitis in Pregnancy and the Puer- 
perium. Experience in Detroit Epidemics of 1949 and 
1950. 

By H. D. Prippte, W. R. Lenz, D. C. Youne, and 
S. STEVENSON Amer. J. Obstet. Gynec., 63, 408- 
413, Feb. 1952. 20 refs 

This paper is a report of 34 cases of pregnancy 
complicated by poliomyelitis. During the years 1949 
and 1950, 186 women of childbearing age were 
admitted with poliomyelitis. As the incidence of 
pregnancy on any given day in the area was 6.2 per 
cent of the women of childbearing age the suscepti- 
bility to polomyelitis pregnant women was 


approximately 3 times that in women who were not 
pregnant. Chronic fatigue, physical trauma, and 
endocrine changes have been considered as possibly 
responsible for this increased susceptibility and for 
the severity of the symptoms in pregnancy. Although 
most studies have shown a greater incidence of residual 
paralysis and an increased fatality rate in the last 
trimester the present series demonstrates an apparent 
dominance in the second trimester. Para'ytic and 
bulbar involvement were found in 56 per cent of the 
cases in the first, 100 per cent of those in the second, 
and in 50 per cent of the third trimester group. It is 
evident that a severe type of the disease can occur in 
any period of pregnancy and that one cannot assure 
patients who contract poliomyelitis in the first or 
second trimester that it will necessarily be mild in 
form. The incidence of spinal paralysis was 44 per 
cent, of bulbar paralysis 20 per cent and 35 per cent 
were non-paralytic. One patient, who contracted the 
disease in the second trimester, died with spinal and 
bulbar paralysis—-a mortality rate of 2.9 per cent. In 
non-pregnant and non-postpartum women of child- 
bearing age, 16 per cent had bulbar paralysis, 49 per 
cent had spina! and 35.1 per cent were non-paralytic. 
The mortality rate was 5.3 per cent. 

The antepartum management consisted in good 
prenatal care as given to normal pregnant women. 
Poliomyelitis therapy measures, including physio- 
therapy, are not contra-indicated. Even patients with 
slight vaginal bleeding at any time during the preg- 
nancy were continued on both without any apparent 
harm. There was no increase in the abortion rate as 
compared with normal pregnant women, and no 
indication that the course of labour was altered in 
any way. Most of the women delivered spontaneously 
but the authors did not hesitate to apply prophylactic 
low forceps if there were undue delay after full dilata- 
tion of the cervix. They did not find Caesarean section 
necessary in any case. With regard to anaesthesia no 
ill effects were seen from the use of spinal or caudal 
analgesia in convalescent patients, though it was not 
used in all cases, and pudendal nerve block was very 
satisfactory for delivery of multiparae. Volatile 
anaesthesia should be avoided if possible. No evidence 
was found in any case of conveyance of the disease 
to the foetus. F. J. Browne 


1452. Radiography in the H perit of 
Tubal Pregnancy. (La radiographie dans le hémo- 
péritones de la grossesse tubaire.) 

By H. Monpor, P. PorcHer, C. Otivier, and G. 
Simon. Pr. méd., 59, 1717-1720, Dec. 25, 1951. 11 
figs. 

In a study of the possib’e value of radiology in the 
diagnosis of ruptured ectopic gestation in its early 
stages, and its differentiation from such conditions as 
appendicitis and adnexitis, the authors have investi- 
gated 27 cases, in 16 of which the diagnosis was far 
from evident. Their technique is based on the assumed 
presence of liquid and haemolysed blood which is 
freely mobile between the intestinal coils, under the 
diaphragm, or in the para-colic gutters. As a routine 
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measure they make 5 exposures, with the patient in 
the following positions (1) Upright or, if the patient's 
condition is poor, on a tilting table in an intermediate 
position. (2) Supine; for this, a very large film should 
be used so as to include both diaphragmatic leaves 
and both flanks as well as the who'e pelvic cavity. 
(3) Lying on the right side, the film being placed either 
in front of or behind the patient. (4) As for (3), but 
with the patient lying on the left side. (5) A lateral 
view with the patiert lying on her back. 

The authors describe four characteristic features of 
diagnostic importance: (1) The most obvious feature 
is a pelvic opacity caused by the accumulation of 
organized blood clots and fluid blood in the true 
pelvis. It is asymmetrical, being more pronounced on 
the affected side, its outline is ill-defined, and it 
obscures the outline of the sacrum and the sacro-i!iac 
joints. Its position is not much altered by change in 
the patient's position. Frequently it extends into the 
iliac fossa, giving rise to a crescent-shaped opacity 
which can be differentiated from the shadow of the 
bladder, uterus, or a tumour by the lack of definition 
of its contours. (2) Gross generalized abdominal 
opacities due to large haemorrhages give the films a 
grey, veiled appearance and obscure the outline of 
the spine and the psoas muscle. The intestine itself 
is shown normally and in the early stages does not 
undergo reflex dilatation. An opacity in each flank 
may be seen on careful examination of the film taken 
in Position 2 except in very fat patients, the free blood 
tending to accumulate in the para-colic gutter and 
showing as a thick, dark, homogeneous band of a 
density similar to that of the liver. (3) When blood 
has been lying free in the peritoneum for some time 
it causes a reflex dilatation of the intestinal coils which 
interferes with ncrmal peristalsis and gives rise to 
meteorism, which is nearly always confined to the 
colon and which does not exhibit any fluid levels. 
The intestinal walls appear thickened, probably owing 
to the juxtaposition of two coi's with blood inter- 
vening between them. After a large haemorrhage the 
intestine occupies a central position in the abdomen 
and it appears to be entirely surrounded by the opaque 
mass of the haemorrhagic effusion. In the lateral 
position the gas-filled intestinal coils frequently rise 
above the fluid opacity. (4) After induction of a 
pneumoperitoneum, fluid levels can be found in the 
peritoneal cavity (as distinct from levels inside the 
gut, which would be indicative of an_ intestinal 
obstruction). J. Rabinowitch 


1453. Ectopic Gestation Associated with Ovarian 
Tumour. (Extrauterine graviditet och ovarialtumér.) 

By O. KINNUNEN and P. A. JArvinen. Nord. Med., 
47, 219-221, Nov. 15, 1951. 11 refs. 

In about 3 per cent of all ectopic pregnancies 
operated on at the Women’s Clinic, University of 
He'sinki, between 1935 and 1950, that is in 36 
instances, ectopic pregnancy was associated with 
ovarian tumours, all benign and 55 per cent of them 
cysts at least 5 cm. in diameter. In 2 instances the 
swelling was thought to have caused the ectopy by 
displacing the Fallopian tube. In no case was the 
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combined condition diagnosed before operation, and 
the diagnosis of ectopic pregnancy was missed in 27 
per cent of cases. L. Michaelis 


LABOUR 
1454. Education for Childbirth in Private Practice. 
450 Consecutive Cases. 
By H. L. F. E. FLAnnery, and D. BELL. 
Amer. J. Obstet. Gynec., 63, 792-799, Apr. 1952. 
5 refs. 


Ninety per cent of the deliveries in this series were 
conducted by one of the authors and the support 
during labour gas given by the same nurse who gave 
the class instruction in the Grantly Dick Read 
technique. 

The average duration of labour, counted from the 
time when the patient said she began to have regular 
contractions, in 165 primiparae was 9 hours 27 minutes 
in contrast to the 16 to 18 hours given as the average 
duration by Whitridge Williams. In the 285 multi- 
parae the average duration was 5 hours 26 minutes, 
whereas the accepted average is 10 to 12 hours. There 
was a high percentage of spontaneous deliveries in 
the entire series—95 per cent. Low forceps were 
applied in 5 cases, there were 2 breech extractions 
and 17 Caesarean sections (3.7 per cent). There was 
a sma'ler percentage of posterior position than is 
usually seen (3.75 in primiparae) which is attributed 
to the relaxation of the patient because the authors 
saw several posteriors rotate near the end of labour 
and deliver in the anterior position. [They considered 
them to be in the anterior position when the head 
was born in the anterior position.] 

As to the amount of medication given to the primi- 
parae, 5 per cent required none; 70 per cent got 
demerol 125 mg. or less, and 25 per cent over 125 mg. 
In 36 per cent of those who got demerol, only 50 mg. 
were given. As to anaesthesia, 20 per cent of the 
primiparae got none, 73 per cent got whiffs only; 
partial anaesthesia was given in 2.5 per cent and com- 
plete anaesthesia in 4 per cent, the agent used being 
nitrous oxide and oxygen. Episiotomy was done in 
90 per cent of the primiparae; there were 6 first degree 
lacerations and one second degree. Two patients had 
uterine inertia following delivery and a uterine pack 
was inserted for a few hours; neither patient had to 
have transfusion. There were no instances of pelvic 
or bladder infection and al! the mothers left hospital 
in 7 days or less. There were no intrapartal foetal 
deaths. Three neonatal deaths were due to congenital 
heart. defects. 

The authors claim that, by the use of this method, 
the duration of labour is greatly reduced, morbidity 
is lessened in mothers and babies, deliveries are less 
complicated, and average blood loss is much less. No 
attempt was made to evaluate pain or discomfort but 
it is safe to say that the patients must have had very 
little in the majority of cases, as evidenced by their 
enthusiasm in recommending the method to other 
expectant mothers. F. J. Browne 
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1455. Psychology and the Maternity Unit. 
By E. Tytpen. Lancet, 1, 231-233. Feb. 2, 1952. 
Six years’ investigation of the effects of psychologi- 
cal states on pregnancy and labour, carried out in 
antenatal! clinics, lying-in wards and psychiatric clinics, 
has led the author to the following conclusions: (a) 
The pregnant woman showing psychosomatic dis- 
orders should receive psychotherapy; (b) previous 
experience, either direct or indirect, of pain or child- 
birth may influence labour adversely; (c) the organiza- 
tion of a maternity unit is often unsuited to the 
psychological needs of a woman in labour. The 
patient's sense of well-being may be sacrificed to the 
routine training of midwifery students. Tensions may 
be created in the patient if she hears conflicting 
opinions and instructions about her case from the 
staff. The patient may be overexcited by the bustling 
preparations for the delivery; (d) she resents her 
enforced passive role and tendencies in the staff to 
treat her as a machine, and she may be disturbed by 
unsympathetic handling by the midwife, especially 
during the second stage of labour, when her reactions 
may meet with scolding; (e) the psychological emphasis 
of “natural childbirth” is beneficial, but sometimes 
conflicts with actual labour-ward organization; (f) 
misguided attitudes of the attendants resulting in 
ridicule, threats, slapping, careless talking in the wards, 
abandoning the patient during the transition phase 
when pain is greatest, inconsistent attitudes to nudity, 
all illustrate the psychological mismanagement to be 
found in labour-wards; (g) Grantly Read's work 
should be followed up with more psychological 
research, and “ natural childbirth” techniques should 
be introduced throughout the whole of the maternity 
unit N. A. Standen 


1456. Changes in the Adrenaline and Acetylcholine 
Content of the Blood in the Course of Labour Con- 
ducted by the Psychoprophylactic *ethod. {In 
Russian.] 

By P. P. Nixutin. Akush. Ginec., No. 2, 10-15, 
Mar.-Apr. 1952 


Applying the ascorbic quantitative method for the 
estimation of adrenaline and the biological method 
for the assessment of acetylcholine the blood samples 
of 46 expectant mothers were examined. This group 
of women had undergone the “ psychoprophylactic ” 
preparation for painless labour. There was a control 
group of 33 women who had not undergone any 
preparation and who went in to labour in the common 
normal way 

When the results of the blood investigations of the 
2 groups were compared there was no substantial 
difference in the level of either adrenaline or acetyl- 
choline throughout the course of the pregnancy. But 
the blood samples taken in labour from the contro! 
group showed the level of adrenaline about 1} to 2 
times higher than that of the investigated group. The 
same changes were found in the level of acetylcholine; 
the control group showed a positive biological reaction 
whereas this reaction was negative in the group of 
women who had undergone the psychoprophylactic 
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preparation. Moreover the women who failed to 
benefit from the psychoprophylactic method showed 
higher levels of adrenaline and acetylcholine than 
other women from the same group who did benefit 
from this method. E. W. Collis 


1457. A Simple Method of Internal Tocography. 

By E. A. WittiaMs and J. A. wortny. Lancet, 
1, 330-332. Feb. 16, 1952. 10 refs. 

The measurement and recording of uterine con- 
tractions have been carried out in the past by various 
investigators using a variety of methods of external 
and internal tocography. The multi-channel toco- 
dynamometer of Reynolds has been the most useful 
external device, while many of the internal methods 
have suffered to some extent from irritation of the 
uterine muscle, pressure on the recording system by 
the descending foetal head, and the inherent risks of 
infection. 

fhe authors describe the method they use at Oxford. 
It has the advantage of extreme simplicity. A No. 4 
polythene tube, 2 metres long and with 10 apertures in 
the terminal 6 inches, is passed into the amniotic cavity 
easily through a Drew-Smythe catheter [with the end 
bored out), usually at the time of induction of labour, 
by high puncture of the membranes. The metal 
catheter is removed and the tube is connected to a 
manometer. The tube is small enough to allow the 
maternal soft tissues to make more or less of a water- 
tight seal, it is rigid enough to withstand compression 
by the foetal head, and it appears to be non-irritant. 

The authors reproduce tracings of uterine contrac- 
tions in first and second stages of labour and under 
abnormal conditions. These are in accordance with 
previously published work, and their figures for intra- 
uterine pressures are within the limits set by other 
authors. They indicate lines of future investigation. 

[This simple method of internal tocography has 
already been enthusiastically adopted in other centres 
both in England and America. There are two theoreti- 
cal objections. Any foreign body passing from vagina 
into uterus will allow the ascent of vaginal fluids by 
capillary attraction and thus infection may pass up- 
wards. The rupture of the placental edge by the 
Draw-Smythe catheter is not a very uncommon event 
and bleeding is seldom troublesome; the use of the 
catheter in these cases might predispose to intra- 
partum haemorrhage.] W. G. Mills 


1458. Uterine Contractions at Term After Adminis- 
tration of Progesterone and Water-Soluble Extracts 
of Desiccated Corpus Luteum, 

By G. Rowe-Durron, S. R. M. ReyNo.ps, and S. 
LuBin. Amer. J. Obstet. Gynec., 63, 1318-1321, June 
1952. 4 refs. 

In this study a multi-channel tocodynamometer was 
used to record extca-abdominally the activity of the 
uterus in the fundus and at a lower level of the uterus 
simultaneously. In this way the gradient activity, the 
relative intensities of activity, and the frequency of 
contractions were recorded. The human uterus near 
term or in labour was used and all preparations were 
given intramuscularly, the doses being progesterone 
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in oil 25 mg., progesterone in water 2 mg., corpus 
luteum extractive 1 ml. Progesterone in oil decreased 
the strength of the contractions in 2 women and had 
no effect in a third. Delivery in 2 mu!tiparae in labour 
was delayed for 19 hours or more. Aqueous pro- 
gesterone diminished the strength of the contractions 
2 women and had no effect in 2 more. Labour was 
static in one multipara for more than 24 hours. There 
was no effect of any of the substances on dominance 
of contractility of the fundus and the frequency of 
contractions was likewise unaffected. F. J. Browne 


1459. Oxytocic and Toxic Actions of Dihydro- 


By S. C. AttrMan, R. Wattman, S. Lusin, and 
S. R. M. Reynotps. Amer. J. Obstet. Gynec., 64, 
101-109, July 1952. 3 figs., 13 refs. 

Several authors have reported that dihydroergota- 
mine-45 is useful in increasing uteri contractions 
and especially in relieving cervical spasm. Hence 
the present authors were led to try it clinically with 
the aid of a 2-channel tocodynamometer. 

One mg. of the drug was added to 500 mi. of 
distilled water. This solution was given intravenously 
at the rate of 3 to 34 ml. per minute, the rate of flow 
being adjusted if the foeta! heart became slow or 
irregular. The patients got 500 ml. of the solution 
over a period of 2 to 4 hours. It was tried on 8 primi- 
parae and 12 multiparae. Of the 8 primiparae, one 
was not in labour and she had intact membranes. 
Three primiparae had intact membranes and their 
cervices were less than 4 cm. dilated. Seven patients 
had intact membranes. The other had ruptured mem- 
branes. None of the 12 multiparae was in labour 
and 4 had ruptured membranes. 

In all 20 women uterine contractions were improved, 
as evidenced by increase in amplitude and frequency 
of contractions, and where no contraction was present 
at the onset they were initiated, but ceased promptly 
when the drug was stopped. In 14 women there was 
definite evidence of a sympatholytic effect shown by 
either a decrease in the base line of the record obtained 
over the lower part of the uterus, a decrease in the 
systemic blood-pressure, or a softening of the cervix. 
Three patients had intermittent nausea and 3 transient 
haematuria, and in 11 there was foetal distress 
evidenced by a fall in the foetal heart rate be'ow 
100 per minute, with or without irregularity, even 
though the uterus was not contracting. In 5 cases the 
foetal distress was transient and the children were 
born alive and well, but 4 women had stillborn babies 
and one baby died an hour after delivery. The authors 
conclude that though dihydroergotamine-45 can induce 
labour, can increase the strength and frequency of 
the uterine contractions, can produce relaxation of 
uterine tone, possibly including that of the cervix, and 
can thus shorten labour, the toxic <«ffects associated 
with its intravenous administration should caution us 
against its use as an aid to labour. F. J. Browne 


1460. The Induction of Labour by Means of 
Pneumo-amnion in Cases of Intra-uterine Death of 
the Foetus. (Sull'utilita del pneumoamnios nella 
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di morte intra- 


parto nei casi 


provocazione del 
uterina del feto.) 

By G. Veccnietti. Minerva ginec., 4, 108-113, 
Mar. 1952. 2 figs., 17 refs. 

Labour was induced by the transabdominal injection 
of from 60 to 1000 ml. of oxygen into the amniotic 
cavity in 6 cases of intra-uterine death which had 
occurred during the last trimester of pregnancy, at the 
Obstetric Clinic of Turin University. Uterine contrac- 
tions commenced after 3 to 26 hours, and the actual 
induction-delivery interval varied from 7 to 52 hours. 
No complications were observed. [This method carries 
with it a certain risk of infection and gas-embolism; 
it is doubtful if its employment is justified since the 
use of oestrogens followed by oxytocics gives excellent 
results in cases of intra-uterine death. (Robinson, 
Datnow, and Jeffcoate, Brit. med. J. 1935, 1, 497).] 

N. Alders 


1461. The Use of Dilute Infusion of Pituitrin in 
Obstetrics. 

By J. S. Lapate and A. J. BarBaro. Amer. J. 
Obstet. Gynec., 62, 1292-1299, Dec. 1951. 8 refs. 

This is a report of the results got from slow intra- 
venous injection of dilute pituitary extract for primary 
and secondary uterine inertia, induction of labour, 
and in postpartum haemorrhage from an atonic uterus. 
The method used was as follows: an infusion of 1000 
ml. of 5 per cent glucose in distilled water or normal 
saline is begun and the rate of flow carefully regulated. 
The tube is then clamped off and 15 minims of pitui- 
trin are placed in the bottle and thoroughly mixed by 
agitation. The infusion, now containing the pituitrin, 
is restarted at the rate of 18 drops per minute. After 
the first half hour the rate of flow is increased to 30 
to 45 drops per minute according to the character of 
the uterine response. 

The drip was used for 16 cases of primary and 20 
of secondary uterine inertia and was considered to be 
successful in 75 per cent of the primary and in 100 
per cent of the secondary cases. 

It was used in 63 cases to induce labour and was 
successful in all primiparae with “ ripe” cervices, but 
only in one ha'f of the primiparae with “ unripe” 
cervices. In multiparae the corresponding figures were 
90 and 60 per cent. Bandl’s ring was observed in 2 
patients treated for secondary inertia, and tetanic con- 
traction occurred in 1 patient during attempted 
induction; in another over-stimulation of the uterys 
occurred, causing foetal distress. In 2 of the primi- 
parae treated for inertia cervical oedema ogcurred, 
which the authors attribute to a reversal of uterine 
contractility whereby the lower uterine segment be- 
comes stimulated but the upper contractile part of 
the uterus fails to respond to stimulation by pituitrin. 
The cervix is transformed into a rubbery oedematous 
bluish structure and dilatation becomes impossible. 
Two of the 3 patients in whom it occurred were ulti- 
mately delivered by Caesarean section. 

Pituitrin drip was found “ quite successful” in con- 
tro'ling bleeding from the postpartum atonic uterus. 
“The uterus responds immediately and remains firm 
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throughout the postpartum period. The occasional 
case will be encountered which will fail to respond 
to all methods of control of postpartum uterine bleed- 
ing and hysterectomy must still be done. Hysterec- 
tomy was employed in 2 patients in the last 3 years 
in order to control continued postpartum bleeding ”. 
{The authors do not state whether the pituitrin drip is 
used before the placenta is born.] F. J. Browne 


1462. Posterior Pituitary Extract in the Manage- 
ment of Labour. (Les extraits post-hypophysaires au 
cours du travail.) 

By H. Pictaup 
1952. 6 figs., 22 refs 

The use of posterior pituitary extracts in labour 
has been a matter of debate for many years but the 
author, after the study of 83 cases using intra-uterine 
balloons, ete., considers that it is a safe procedure if 
certain well-defined conditions are fulfilled. The intra- 
muscular injection of 2 units of extract is safe if there 
is no disproportion, no anatomical lesion of the cervix 
and the cervical dilatation is equal to or more than 
6 cm. With less than this dilatation there is risk of 
ring formation and a dangerous rise in the intra- 
uterine pressure. Repeated subcutaneous injections are 
indicated in 2 conditions; firstly, towards the end of 
the first stage in a uterine inertia (not recommended 
in high-tone inertia) and secondly, where there is a 
good reason to hasten the end of a delivery. The 
injection of 2 units extra combined with a dose of 
spasmalgin gives good results and may be repeated 
if necessary in an hour. The use of intravenous 
infusions of pituitary extract (5 units in 300 mi. 
isotonic g'ucose given at 30 drops a minute) under the 
same safeguards gives excellent results, as the initial 
hypertonic effect on the uterus is more marked and 
the uterine contractions are stronger 

{It should be stressed that there should be con- 
tinuous observation of the patient by an experienced 
observer during the whole time that an intravenous 
infusion is being given; without this safeguard there 
is a considerable risk of the uterus going into spasm 
in a sensitive patient, with disastrous results to mother 
and foetus.] D.C. A. Bevis 


1463. The Cause and Prevention of Difficult 
Labour. 

By D. Bairp. Amer. J. Obstet. Gynec., 63, 1200- 
1212, June 1952. § figs., 2 refs 

A normal labour ts defined as “one in which the 
vértex presents and which is completed in 24 hours 
or less by spontaneous delivery without injury or 
undue discomfort to the mother”. The author has 
derived the material for study from the records of 
the Aberdeen Maternity Hospital, which deals with 
85 per cent of al! primiparae and it was possible to 
get the records of the other 15 per cent of births 
occurring in a private nursing home or in the patient's 
home in Aberdeen 

The course of labour is influenced by 3 main factors 
(a) the efficiency of uterine contractions and the volun- 
tary expulsive efforts; (b) the size and position of the 
child; and (c) the shape and size of the pelvis. For 
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the purpose of the present study each case was placed 
in one category, ¢.g. contracted pelvis and dispropor- 
tion, Occipito-posterior position, and “ dysfunction ”. 
All breech and other abnormal presentations were ex- 
cluded. This method underestimated the amount of 
abnormal labour due to dysfunction since even when 
there is disproportion or an occipito-posterior position 
poor contractions may be the factor most responsible 
for the difficult labour. 

It was found that the incidence of normal labour 
was greatest in the age group 15 to 19, being 80 per 
cent in this group compared with 26 per cent in the 
age group 35 years and over. The forceps delivery 
rate rose steep!y from 7 per cent in the 15 to 19 group 
to 36 per cent in those of 35 and over. The incidence 
of intact perineum after spontaneous delivery was 55 
per cent in the 15 to 19 group, whereas it was only 20 
per cent in the age group 30 to 34, which is all the 
more striking as 40 per cent of the primiparae in this 
age group were delivered by Caesarean section or 
forceps. It seems therefore that only about 12 per 
cent of the women in the age group 30 to 34 are 
capable of a completely normal labour, that is a 
spontaneous vertex delivery with an intact perineum. 
The Caesarean section rate rises steadily with age 
from 0.4 per cent in the group 15 to 19 to 24 per cent 
in those 35 years of age or older. 

The influence of parity was shown by the fact that 
the incidence of forceps delivery in first and second 
labours was 13 and 2 per cent respectively. The in- 
fluence of social status was seen in height and age, 
the percentage of the private and hospital patients 
who were under § feet being 5 and 25 per cent 
respectively. The private patient was, on the average, 
§ years older than the hospital patient; she seeks 
more relief from pain and is less inclined than those 
from the lower income group to accept suffering as 
inevitable. 

It is to be expected that with the improving standard 
of health and physique of the women of Britain 
differences in reproductive performance between 
women of the upper and lower economic classes will 
gradually decrease. The well-off and better educated 
woman seems more aware of the advantages of 
natural childbirth and of the disadvantages cf defer- 
ring pregnancy past the optimum age. The improved 
social! condition of the lower income groups should 
show itse'f in better health and physical development 
and, as a result, less obstructed labour. There is also 
a clearer realization by them of the disadvantages of 
having more children than can be clothed and fed. 

F. J. Browne 


1464. Transverse Presentation. Experience with 
Transverse Presentation at Baltimore City Hospital 
and University Hospital Over a Period of Ten Years. 

By L. C. Garets and J. C. RITZENTHALER. Amer. 
J. Obstet. Gynec., 63, 583-591, Mar. 1952. 7 refs. 

In the 10 year period 1940-1950 there were treated 
162 cases of transverse presentation—an incidence of 
1 in 322 deliveries. In 87 per cent the patient was a 
multigravida and there were 19 cases of multiple preg- 
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nancy. Other factors in aeiology were premature rup- 
ture of membranes, placenta praevia, cephalo-pelvic dis- 
proportion, bicornuate uterus, uterine fibroids, poly- 
hydramnios, and lumbar scoliosis. Labour was pre- 
mature in 19 per cent. In 23 per cent prolapse of the 
cord occurred. 

External cephalic version gave a lower foetal mor- 
tality than any other operative procedure and should 
therefore receive first consideration in treatment, 
though if the membranes are already ruptured it is 
doubtful if it is safe because of the danger of cord 
prolapse. Placentograms should be obtained in 
patients who are near term and exhibit transverse lie 
persistently. Internal podalic version was carried out 
in 50 per cent with a foetal mortality of 36 per cent; 
19 per cent were treated by Caesarean section with 
25 per cent mortality and no maternal deaths. In 6 
cases spontaneous evolution occurred, the foetus being 
born dead in every case. In 13 cases destructive opera- 
tions were carried out. Rupture of the uterus occurred 
in 5 cases, 2 of them spontaneous, and 3 during 
internal podalic version. 

The authors do not, as a rule, a'low patients to 
continue in labour in the hope that an internal podalic 
version can be done when the cervix is fully dilated. 
Rather is it their policy in such cases to do Caesarean 
section even though there may be some infection. 
The longitudinal incision has been found more satis- 
factory in that the foetus is more easily accessible 
for delivery than in the transverse incision, the extent 
of which is somewhat limited, and if the operator 
finds difficulty in delivering the foetus, the longitudinal 
incision can be extended upwards. In recent years the 
tendency has been to use Caesarean section more often 
and to rely very little on internal version and breech 
extraction; X-rays too are being used more liberally 
as a diagnostic aid. 

The uncorrected foetal mortality in the whole series 
was 38 per cent, including babies over 1,000 g., and 
only those who were stillborn or died soon after birth. 
If deaths in the first 24 hours had been included the 
foetal mortality would have been much higher. There 
were 2 maternal deaths, both from puerperal infection. 
F. J. Browne 


1465. Primary Breech Presentation and External 
Cephalic Version. The Management of 308 Primary 
Breech Presentations. 

By I. A. Siecer and H. B. McNatiy. Sth. med. J., 
44, 941-950, Oct. 1951. 26 refs. 

After considering the aetiology of breech presenta- 
tion, the authors describe their experience with 308 
cases occurring in approximately 5,500 patients; 61 per 
cent of the cases had extended legs. The method of 
delivery was usually a conservative assisted breech 
delivery with forceps applied to the after-coming head. 
Thirteen per cent of the children were \njured in some 
degree but all made uneventful recoveries. The gross 
foetal mortality was 8 per cent but, after correction for 
prematurity and abnormality of the foetus, the net 
mortality was nil. The authors recognize that, even in 
skilled hands, the risk to the foetus is considerable. 
In view of the risks external cephalic version is 
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advocated and it is shown that this does not introduce 
additional risks; there were no cases of premature 
labour or p'acental separation. 

The need for very careful estimation of the size of 
the pelvis is repeatedly stressed. In the subsequent 
discussion of this paper, it was stressed that there is 
no place for trial labour in the conduct of a breech 
presentation and that external version is absolutely 
contra-indicated in cases where the uterus has been 
previously injured by hysterotomy of myomectomy. 

[This is an exhaustive review of the subject that 
should be read in its entirety. No mention is made 
of the need for an episiotomy during breech deliveries, 
especially in primiparae.] D. C. A Bevis 


1466. Hypnosis in Childbirth. 

By A. M. Micuaec. Brit. med. J., 1, 734-737, Apr. 3, 
1952, 7 refs. 

The results of hypnosis as an anesthetic in 30 cases 
of childbirth are reported. All the subjects were 
obstetrica'ly normal at the 34-37th week, and there 
was no selection of patients provided that they had 
been successfully hypnotized during the antenatal 
period. Antenatal preparation consisted of 2-11 
sessions. As deep a trance as possible was induced 
and the normality and painlessness of labour sug- 
gested. This suggestion is repeated in post-hypnosis; 
relaxation is practised and confidence instilled. 

At the onset of labour trance is induced, preferably 
by the obstetrician when all is prepared, and the 
patient told that sleep will be continuous, that she 
will remain relaxed and obey only the obstetrician 
and midwife. This is sufficient for the first stage, but 
repeat suggestions of sleep may be needed after each 
pain during the second stage. The patient is very co- 
operative and works hard under direction. In the 
third stage the perineum is anaesthetized by sugges- 
tion and episiotomy and repair can be conducted if 
necessary. The patient is awakened after the expulsion 
of the placenta. 

Two patients could not be hypnotized during the 
first stage, 2 more awakened during the second stage 
for no discoverable reason, and 3 failed at the crown- 
ing of the head. The remaining 22 had completely 
painless labours. The time taken for the second stage 
in primiparae was significantly reduced. The conduct 
of the case is simple and the nursing staff can easily 
be trained to deal with the hypnotized patient. 

E. H. Johnson 


PUERPERIUM 


1467. Puerperal Eclampsia. 
sestinedéli). 

By J. Hanousex. Lék. Listy, 7, 97-102, Feb. 1952, 
15 refs. 

Regarding the pathogenesis of eclampsia the author 
favours the haemodynamic theory first formulated by 
Haupt and Hinschmann (1937). It is based on the 
assumption that the female circulatory system is more 
labile than that of the ma'e and more prone to vasal 
spasm. During pregnancy the growth of the fertilized 
ovum and of the uterus leads to hyperaemia and 
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dilatation in the splanchnic vessels. The haemo- 
dynamic balance is maintained by the compensatory 
spasm of the capillary net in the periphery and in 
other organs, Thus, transient capillary spasms in- 
crease considerably in duration and frequency during 
pregnancy and puerperium. If they become persistent 
hypoxia and anoxia ensue with subsequent degenera- 
tive tissue changes and functional disturbances of the 
affected organs. Further, hypoplasy of the vascular 
systern has been described in 44 per cent of 248 cases 
dying from eclampsia. The increased liability in primi- 
parae may be ascribed to the “ lack of training” of 
the circulation 

During the last 21 years in the author's own 
material the incidence of eclampsia was 32.7 per cent 
($2 cases) of which 17 cases occurred during the puer- 
perium. Four cases had no previous admonitory 
symptoms. Vascular hypertension was present in all 
17 instances, albuminuria in 64.7 per cent of these 
cases and pathological changes in the fundi in the 
investigated cases (8). Of the mentioned 17 cases 88.3 
per cent were primiparae Labour was spontancous 
in 16 cases, in 36.5 per cent (6 cases) premature and 
in 1 case prolonged. Only 1 case was delivered by 
operation 

Iwo cases of puerperal eclampsia are reported in 
detail. Both patients were of neuropathic constitution 
and were prone to severe allergic manifestations. 
There was also a family history of early arterio- 
sclerosis and epileptic tendencies. In the first case the 
fits started 2.45 hours after delivery. They re-occurred 
4 times during the next 12 hours, increasing gradually 
to a status eclampticus, and the patient died from cir- 
culatory fatlure with pulmonary and cerebral oedema 

In the other case the convulsions started 15 hours 
after delivery and recurred 28 times during the next 
1S hours, followed by a deep coma. The patient died 
21 hours after the commencement of the fits, ie., 36 
hours after delivery. In both cases severe disturbances 
of the mid-brain, hyperthermia (40.3°C) and acidosis 
were observed. They did not respond to anti- 
spasmodic treatment with barbiturates. Microscopic 
and histological investigations showed widespread 
degenerative changes in the capillary system, of the 
brain, and other organs 

It is assumed that pursuance of the studies based 
on the haemodynamic theory will advance the know- 
ledge of the pathogenesis of ec'ampsia further than 
the search for a specific toxin M. Dynski-Klein 


LACTATION 


1468 Use of Androgen-Estrogen Combination to 
Prevent Pain and Lactation in the Puerperium. 

By B. Katzman. Amer. J. Obstet. Gynec., 63, 
1338-1341, June 1952. 20 refs 

The author has used a parenteral preparation of 
androgen-oestrogen (testosterone propionate 20 mg. 
plus oestradio! benzoate | mg. per mi.) in an un- 
All received a single 
intramuscular injection during the first 24 hours 
after delivery To establish painless lactation, 


selected group of 50 women 


without suppressing the flow of milk, a_ single 
injection of | ml. was given and to inhibit lactation 
the dose was 2 ml, 2 patients receiving an 
additional dose of | ml. No other treatment was 
required. Of 17 patients treated to ensure painless 
lactation results were good in 15 (88 per cent). There 
was no diminution of milk secretion. Of 33 patients 
in whom it was desired to inhibit lactation, results 
were “excellent” in 9, “good” in 19, “fair” in 4, 
and “poor” in |. Successful results are therefore 
claimed in 97 per cent. It is concluded that the com- 
bination of androgen and oestrogen offers therapeutic 
advantages as well as greater convenience to both 
patients and physician. F. J. Browne 


1469 The Treatment of Puerperal Breast Abscess 
by Aspiration and the Instillation of Penicillin or 
Elkosin. (Ertahrungen mit der Punktionsbehandlung 
und Instillatiion von Penicillin oder Elkosin bei der 
Mastitis puerperalis puruienta.) 

By E. Leinzincer. Wien. klin. Wschr., 64, 71-73, 
Jan. 25, 1952. 1 fig., 19 refs. 

Sixty-two cases of puerperal breast abscesses were 
treated by aspiration and instillation of penicillin at the 
Obstetrical Clinic of Graz University (Austria). As 
soon as there was evidence of pus forming in an in- 
flamed breast it was aspirated through a wide-bore 
needle under a short intravenous anaesthesia. A 
solution of penicillin was injected into both the 
abscess cavity and the surrounding tissues from a 
different syringe. Treatment had to be repeated up 
to 10 times, the average number of aspirations and 
instillations (not necessarily under anaesthesia) being 
3. In individual cases a total of from 1 to 420 ml. of 
pus (average 84 ml.) was aspirated, and 20,000 to 
1,300,000 Oxford units of penicillin (average 348,000 
O.u.) were instilled. Signs of acute inflammation sub- 
sided rapidly. (The inflamed breasts were treated with 
short wave diathermy in addition to these measures.) 
Complications were rare: spontaneous perforation at 
the site of aspiration and a milk fistula occurred once 
each, and in 3 cases incision and drainage had to be 
performed later. 

In a further 15 cases of purulent puerperal mastitis 
a solution of from 2 to 10 g. of “elkosin”™ (a sul- 
phonamide preparation) was instilled in place of 
penicil'in with similarly good results. The advantages 
of aspiration and instillation of penicillin or elkosin 
over incision and drainage were: (1) considerable 
shortening of treatment, (2) avoidance of fistula for- 
mation and of eczema, (3) better cosmetic results, and 
(4) better prospects for successful lactation in sub- 
sequent puerperia. N. Alders 


1470. Factors Influencing Lactation. 

By R. A. Mutter. Arch. Dis. Childh., 27, 187-204, 
Apr. 1952. 8 figs., 48 refs. 

Various factors which are likely to influence the 
maternal aspect of lactation are investigated. Mothers 
who were treated in the Simpson Memorial Maternity 
Pavilion in Edinburgh during 1948 and 1949 were 
p'aced in groups according to age, parity, and pre- 
eclamptic toxaemia. Two further groups were included 
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relating to height and weight of mothers dealt with in 
the same hospital between 1947 and 1950. The author 
found that 81 per cent of young primiparae could 
completely breast feed by the 10th to 14th day of the 
puerperium but only 49 per cent of old primiparae 
were able to do this. In multiparae under 40, 82 per 
cent were successful whereas only 46 per cent of multi- 
parous women over 40 were breast feeding completely 
by the same time in the puerperium. Once breast feed- 
ing was properly established the duration of lactation 
was similar in young and old primiparae and multi- 
parae. There was no appreciable difference in the 
improvement of lactation between young and old 
mothers once complementary feeds were found neces- 
sary in the second week of the puerperium. Age, 
therefore, does not influence the ability of a mother to 
breast feed in the weeks following the 14th day of the 
puerperium. 

Parity per se has little effect on the establishment of 
lactation or on the duration of lactation. In con- 
sidering the influence of a mother’s height on lactation 
it was found that those under § feet breast feed as 
satisfactorily as those over 5 feet, but in the former 
group only 32 per cent were able to continue lactation 
for 6 months as opposed to 53 per cent in the latter 
group. With regard to weight it appears that the 
heavier and the lighter mothers were equally capable 
of breast feeding completely although the heavier 
woman is probably able to lactate for a longer period 
of time. 

Seventy per cent of women lost from | to 23 pounds 
in weight during the first 6 months of lactation, and 30 
gained | to 64 pounds over a similar period; 36 per 
cent of women returned to the pre-pregnant weight in 
the first 6 months of lactation, but 64 per cent were 
still overweight. The fluctuation of a mother’s weight 
had no bearing on the progress of the infant's gain of 
weight. 

Where mothers had suffered from pre-ec'amptic 
toxaemia a small percentage of these were able to 
breast feed mature infants in comparison with the 
healthy mothers. Once breast feeding was fully estab- 
lished by the 10th day of the puerperium, the toxaemic 
mothers were able to continue lactation for as long a 
period as those mothers without this complication. 

The influence of prematurity and abnormal labour 
on lactation is also investigated. 

Two hundred and forty-eight women with pre- 
mature infants were divided into three groups accord- 
ing to the weight of the infants, namely less than 4 
pounds 8 ounces, 4 pounds 8 ounces to 4 pounds 15 
ounces, and 5 pounds to 5 pounds 8 ounces. A control 
group of 3,742 women with mature infants was also 
used. The control group completely fed their babies by 
the 2nd week of the puerperium in 79.5 per cent, 
whereas the total number with premature babies were 
only successful in 33.5 per cent. A drop in the num- 
ber of completely breast fed premature infants varied 
directly with their weight. Of all mothers who fai'ed to 
lactate completely 4.1 per cent of them were associated 
with premature infants. 

Women with infants weighing between 5 pounds and 


891 


5 pounds 8 ounces, once lactation was established, were 
able to continue breast feeding from the 3rd to 24th 
week after confinement as successfully as those 
mothers with mature infants. 

Abnormal! labour was next studied. The percentage 
of women who suffered from uterine inertia and were 
able to breast feed completely by the 2nd week of the 
puerperium was 17 per cent lower than in the control 
group. When lactation was established then breast 
feeding continued between the 3rd and 16th week after 
childbirth equally well in both groups. Those women 
who had mid-forceps deliveries were less successful in 
breast feeding in the 2nd week of the puerperium, 
compared with those women who had spontaneous 
deliveries. The difference between the 2 groups was 
20 per cent. But once lactation was established there 
was no difference between the groups in the duration 
of lactation up to 6 months. 

In women who had Caesarean section 22 per cent 
less than the control group were completely breast 
feeding their infants by the 2nd week of the puer- 
perium, yet these women were more able to continue 
breast feeding for 6 months than those of the control 
group. In both groups, where incomplete breast feed- 
ing took place in the 2nd week of the puerperium, 
equal numbers weaned their infants prematurely. 

Other factors likely to influence lactation were in- 
vestigated, namely, fissured nipples, breast engorge- 
ment, and mastitis. Comparing mothers with fissured 
nipples with those without this complication it was 
found that 31 per cent less were able to breast feed 
completely in the Ist group, but those mothers who 
developed fissures before the 6th day of the puer- 
perium were more successful than those in whom 
fissures of the nipp'es occurred on the 6th day or after. 
A larger number in the control group were able to 
maintain lactation up to 6 months compared with those 
in the group where fissured nipples developed on or 
after the 6th day of the puerperium. Engorgement of 
the breast also reduced the incidence of completely 
breast fed infants in the Ist 2 weeks of the puer- 
perium; a difference of 20 per cent was noted in this 
group compared with the control group. The duration 
of lactation was also reduced, but where partial lacta- 
tion was present in the 2nd week of the puerperium 
there was no statistical difference between the 2 groups. 

Only 61 per cent of mothers who had suffered from 
mastitis were able to completely breast feed their 
infants, compared with 80 per cent of women without 
this complication. 

The duration of lactation up to 6 months was not 
materially altered in the 2 groups where lactation was 
established in the 2nd week of the puerperium. Only 
1 per cent of all lying-‘n women developed mastitis in 
the Ist 2 weeks of the puerperium. This small inci- 
dence is probably due to the use of antibiotics and 
reduction of surgical treatment for this condition. 

Jean R. C. Burton-Brown 


1471. The Assessment of Inadequate Lactation. 
By R. A. Miter. Edinb. med. J., 59, 236-246, 
May 1952. 2 figs., 29 refs. 
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Inadequate lactation may be due to a fall in the 
mother's yield or to its failure to increase proportion- 
ately with the infant's demands. The former type 
occurs between the 2nd and 6th weeks and is accom- 
panied by few clinical features, though in some women 
the “draught” and the tense feeling of the breasts 
when a feed is due are lost. The latter type usually 
occurs between the 3rd and 6th months, and the diag- 
nosis can be made only on the basis of an unsatis- 
factory weight gain and test-feeding, or from the 
development of symptoms of underfeeding in the child. 
Attention is drawn to Still's contention that a scanty 
milk yield acts as a gastro-intestinal irritant in some 
cases, and reference is made to the various explana- 
tions which have been offered to account for this, 
such as vitamin-B deficiency and abnormal fat meta- 
bolism. From his own observations, which are briefly 
outlined, on 24 underfed infants the author provides 
confirmation of Sull’s contention. 

The early weight loss of 716 adequately breast-fed 
infants was studied in order to determine the normal 
range, from which it is concluded that a loss of 13 
ounces (368 g.) or more in the first few days of life and 
any loss of weight after the Sth day should be regarded 
as indicating underfeeding. The rate of regain of birth 
weight was also studied in relation to the subsequent 
duration of lactation, but there was no significant 
difference in this respect between 116 infants who 
regained their birth weight by the 10th day and 211 
who did not. The monthly weight gains of 247 breast- 
fed infants were analyzed, and a table prepared show- 
ing the “ confidence limits between which these gains 
fell in 67 per cent of cases at various ages, such a 
table being of value for the detection of underfeeding. 
The determination of the chloride content and elec- 
trical conductivity of breast milk are also mentioned 
as measures which may help in detecting or predicting 
inadequate lactation David Morris 


INFANT 

1474. The Prognosis for the First Year of Life in 
Premature Infants. (Zur Prognose der Friihgeburt im 
ersten Lebensjahr.) 

By EF. Moser. 
Jan. 1952. 7 figs., bibliography. 

Information about the 1,368 premature infants 
admitted to the baby home at Berne from 1925-1948 
has been carefully collated and tabulated. From the 
tables and graphs, for which the original paper should 
be consulted, can be seen the trends and changes over 
23 years of such factors as the incidence, the admission 
age, birth weights, mortality, maternal illnesses asso- 
ciated with prematurity, and the causes of death as 
found at postmortem. There was a steady increase in 
the number of a!l admissions and a corresponding 
increase in the percentage of prematures. The overall 
mortality was 22.8 per cent and over 80 per cent of 
these occurred in the first week of life. There was also 
a steady increase in the number of younger infants 
admitted and during the last few years over a third 
of admissions were before 48 hours. In contrast to 
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Crosse’s findings multiple pregnancy was the com- 
monest maternal factor with toxaemia second. Of 
special interest is the fact that in over 65 per cent of 
their postmortems no cause of death could be found. 
Although there is some statistical information of the 
weight progress there is no mention of the methods of 
care or feeding. David Morris 


1475. Some Circumstances Affecting the Survival 
of Premature Children. 

By A. E. Fercuson, A. C. Brown, and T. Fercu- 
son. Glasg. med. J., 33, 143-174, May 1952. 

The authors describe a follow-up investigation of 
premature children born in Glasgow in the years 1943 
and 1944, the aim being to “ascertain differences 
between medica! and social circumstances surrounding 
the birth of those premature children who survived 
and those who died; to see how the early history and 
growth of surviving children compared with that of 
‘normal’ children, as disclosed by routine medical 
inspection when they went to school; to consider the 
circumstances of those who failed to survive to the age 
of school entry; and to study the reproductive histories 
of the families in which a premature birth occurred ”. 
From the Register of Notification of Births for 1943 
and 1944 the names were drawn at random of 327 
premature children known to have died and of 515 
who were believed to have survived to the age of 6. 

It was found that duration of pregnancy, weight at 
birth, and the standard of care the infant received 
influenced the chance of survival. Ill-health of the 
parents, especially of the mother, was associated with 
premature birth and influenced the chance of survival 
of the chi'd in its first 6 years. The morbidity rate was 
much higher in premature children in their first 6 years 
than in normal children. Of those premature children 
who failed to survive to the age of 6, prematurity per 
se was the cause of death in 43 per cent, other causes 
being pneumonia, gastro-enteritis, and congenital 
deformities. Although most of the mothers received 
antenatal treatment, 18.3 per cent of those whose first 
pregnancy ended prematurely did not: this was asso- 
ciated with illegitimacy and a desire to conceal preg- 
nancy. The incidence of premature births was lowest 
in the third and fourth pregnancies. 

Jessie Freeman 


1476. Methyl Testosterone in Premature Infants. 

By U. James and B. L. Cotes. Arch. Dis. Child., 
27, 265-269, June 1952. 3 figs., 10 refs. 

To ascertain the effect of methyl testosterone on the 
gain in weight of premature infants, a controlled study 
was carried out in 75 infants. The infants were divided 
into 3 groups according to weight at birth: Group I, 
less than 34 pounds (1.5 kg.); Group 2, between 34 
and 4} pounds (1.5 to 2 kg.); Group 3, between 44 and 
5} pounds (2.0 to 2.5 kg.). Alternate patients received 
5 mg. of methyl testosterone daily by mouth while 
in hospital or for 28 days if the stay was pro- 
longed. In 1 of the 2 hospitals in which the investiga- 
tion was carried out extra protein (as “ casinal”), 1 g. 
per pound (0.45 kg.) of birth weight per day, was 
given to both treated and untreated cases to see if 
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additional protein in the former enharced the action 
of testosterone; the results in these infants were com- 
pared with those obtained in infants of similar birth 
weight born in the same unit in 1948 to 1949. It was 
found that the treated infants took slightly longer to 
regain their birth weight and the average gain in 
weight was slightly lower than in the controls. Except 
for a transient enlargement of the clitoris in 2 cases, 
no side-effects were observed. David Morris 


1477. Premature Infants in Later Life. Study of 
Intelligence and Personality of 22 Premature Infants 
at Ages 8 to 19 Years. 

By P. J. Howarp and C. H. Worrett. Pediatrics, 
9, 577-584, May 1952. 9 refs. 

The authors have studied the physical condition, in- 
telligence, and personality of 22 individuals, aged 8 to 
19 years, who were born prematurely and whose 
weight at birth ranged from 1,000 to 1,800 g. They 
admit that the series is too small to be of statistical 
value, but give some general conclusions. 

Height and weight were normal in all except 3 of 
the subjects. Errors of refraction were found in 11 of 
the 22, an incidence which is thought to be higher than 
the average. The intelligence quotient in 2 was high 
(130 and 132 respectively) and in 2 was low (55 and 
56); a further 6 showed some mental retardation, and 
the authors suggest that the probable reason for this 
retardation was intracrania! damage at birth resulting 
from prematurity. No correlation was found between 
the degree of prematurity and intellectual capacity. 

More than half the subjects had made “ unsatis- 
factory or below average personality adjustment", and 
the authors believe that prematurity prejudices 
emotional adjustment and the proper use of mental 
abilities and social qualities. It is suggested that over- 
protection and anxiety by parents in the earliest days 
of life may bring on neurotic traits, and that more 
responsibility should be placed on the child at an early 
age. Charles McNeil 


1478. Sulfabromophthalein Sodium Excretion Test 
as a Measure of Liver Function in Premature Infants. 

By W. Oprinsky, M. L. Dentey, and R. W. 
Braver. Pediatrics, 9, 421-438, Apr. 1952. 10 figs., 
47 refs. 

At the Charity Hospital of Louisiana, New Orleans, 
35 healthy premature infants of varying age and weight 
were the subjects of a study of liver function by the 
bromsulphalein excretion test. The findings were com- 
pared with those in healthy adults and patients with 
liver disease. Normally the amount of dye removed 
from the blood is a function of the plasma concentra- 
tion, being very rapid at first and decreasing as the 
plasma level falls. In hepatic disease there is a flatten- 
ing of this curve with slow excretion in the presence of 
high plasma concentration. Premature babies 18 to 
28 hours o'd give excretion curves resembling those of 
older patients with severe liver disease. As age 
increases there is a gradual change in the pattern of 
excretion of dye, so that by the age of 6 to 8 weeks the 
normal adult excretion curve is obtained. Liver 
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maturation is apparently dependent on the infant's age 
and not on its weight, and is probably related to 
increasing anatomical development of the capillary 
network of the liver. Winston Turner 


1479. The Value of Radiology in the Study of Intra- 
cranial Haemorrhage and its Sequelae in the New- 
born. (Importanza dell'indagine radiologica nello 
studio delle emorragie endocraniche del neonato e 
dei loro esiti.) 

By C. Torrice.tt. Clin. pediat., Bologna, 34, 73- 
88, Feb. 1952. 12 figs., 27 refs. 

The methods in use in the author's paediatric clinic 
at Milan to solve the diagnostic problems presented 
by suspected intracranial haemorrhage in the newborn 
are described. Routine radiography of the skull is 
first undertaken; if signs of raised intracrania! pressure 
are present in the plain film, the patient is subjected to 
pneumoencephaloisternography”. The infant is 
given a sedative on the preceding day, premedicated 
with morphine, and is anaesthetized with rectal thio- 
pentone. Respiratory arrest sometimes occurs, so that 
suitable therapy should be at hand. Maximal quanti- 
ties of cerebrospinal fluid are removed [by lumbar and 
cisternal routes simultaneously, apparently] and 
replaced by air. Radiography is undertaken in the 
conventional positions; information is thus obtained 
as to the size of the subarachnoid space and ventricles 
and the presence of obstructions. Carotid angiography 
is next undertaken, with 5 to 10 ml. of a contrast 
medium such as “ perabrodil”. Particular attention is 
paid to the arterial phase. [Radiographs of 12 cases 
are reproduced, but no details of results are given.] 

Donald McDonald 


1480. Pulmonary Hemorrhage in Infants. A Des- 
criptive Study. 

By E. K. AHVeNAINEN and J. D. Catt. Amer. J. 
Path., 28, 1-23, Jan.-Feb., 1952. 10 figs., 43 refs. 

Massive pulmonary haemorrhage was found at 
necropsy in 67 of 4,000 newborn infants at the 
Children’s Medical Centre, Boston. Of these, 40 per 
cent died in 3 days or less, and 77.5 per cent within 15 
days. Massive haemorrhage usually arises from 
alveolar capillaries and from veins in the interlobula 
septa. While massive alveolar haemorrhage, without 
septal haemorrhage, occurs more commonly in live- 
born than in stillborn infants, large septal haemor- 
rhage without alveolar haemorrhage is found in still- 
born infants more frequently than in infants born 
alive. In massive pulmonary haemorrhage, alveolar 
haemorrhage without septal haemorrhage occurs more 
frequently in full-time than in premature infants. 
Massive pulmonary haemorrhage is commonly asso- 
ciated with infection, intracranial haemorrhage, ker- 
nicterus, and congenital heart disease. Of these, 
infection is the most common associated condition, the 
organisms most frequently found being Staphylo- 
coccus aureus, Bacterium coli, and Streptococcus 
haemolyticus. Of 60 of these infants with massive 
taped haemorrhage, pneumonia was found 
in 38. 
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The structural differences between intrapulmonary 
veins and arteries become less distinct with increasing 
age of the foetus. The lymphatics of the vein at points 
of branching are frequently separated from the lumen 
of the vessel by only a little elastic tissue or a few 
reticulum fibres. These sites of branching thus appear 
to be weak points in the venous system. 

F. A. Langley 


1481. Open Omphalomesenteric Duct. [In English.] 

By J. T. Kare. Arch. chir. neerl., 3, 305-314, 1951. 
10 figs., 7 refs. 

Ihe author describes 5 anomalies of the omphalo- 
mesenteric duct, namely, complete patency or occlu- 
sion, pate xy at one or other end, or in the central 
portion of the duct. He then discusses in some detail 
the first of these conditions, i.e., the open omphalo 
mesenteric duct. Diagnosis is made on the appearance 
of a cherry red protrusion with a central opening at 
the site of the umbilicus; the intestinal mucosa may 
protrude slightly. Mucus, and sometimes intestinal 
contents escape from the opening. Lipiodo! can be 
injected to ascertain patency of the duct. An early 
diagnosis, as soon after birth as possible, is important 
because evagination of the small intestine readily 
occurs through the duct. The evagination is initiated 
by crying and defaecation and presents as a sausage- 
shaped swelling with 2 openings communicating with 
the distal and proximal parts of the ileum. Strangu!a- 
tion rapidly develops making reposition impossible 
The condition must be differentiated from omphalitis, 
umbilical granuloma, omphalocoele, and an open 
urachus 

Treatment should be undertaken without undue 
delay. This consists of radical resection of the duct 
between the umbilicus and the point of entry of the 
duct into the intestine 

If evagination has taken place reposition should be 
effected by enlarging the umbilica! ring, and if 
viability of the intestine is affected part of it should 
be resected and an end to end or side to side anasto- 
mosis made 

Six cases of patent omphalomesenteric duct are 
recorded, 2 of which were complicated by evagination 
in 2 babies of 13 and 14 days old, belonging to the 
same family. All were successfully treated by surgery 

Jean R. C. Burton-Brown 


1483. The Roentgen Findings in Atelectasis of the 
Newborn, with Special Reference to Changes in the 
Cardiac Silhouette. 

By J. Martin and H. L. Friepect. Amer. J. 
Roentgenol., 67, 905-923, June 1952. 8 figs, 10 refs. 

The radiological features in atelectasis of the new- 
born have been investigated at the University Hospitals 
of Cleveland, 33 normal and 12 cyanotic babies having 
been radiographed under as nearly standard conditions 
is possible. The findings in 8 cases (1 normal infant 
and 7 cyanotic infants) are reported in full 

The changes in the lung were usually bilateral and 
varied from fine mottled opacities to localized areas 
f homogeneous density which might be so extensive 
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as to involve an entire lung. Emphysema was seen 
particularly in the basal regions and peripherally. Dia- 
phragmatic elevation, mediastinal displacement, and 
narrowing of intercostal spaces were most marked in 
predominantly unilateral atelectasis. Special attention 
was paid to changes in the size of the heart. In the 
normal infants radiographs taken on the first, third, 
and fifth days of life showed a considerable diminu- 
tion in heart size and in cardio-thoracic ratio between 
the first and third days, the latter diminishing from a 
mean of 0.556 to 0.525. At the fifth day no further 
change was seen. It thus appears that there is a physio- 
logical reduction in heart size during the first 4 days 
of life. In the cyanotic group the size of the heart and 
the cardio-thoracic ratio were significantly larger than 
in the normal infants, and the physiological reduction 
in heart size was slower. The authors believe this to 
be due to the congenital atelectasis, by such mechan- 
isms as anoxia, tachycardia, and increased negative 
pressure in the thorax. D. E. Fletcher 


1484. The Incidence of Congenital Pyloric Stenosis 
Related to Birth Rank and Maternal Age. 

By T. McKeown, B. MacManon, and R. G. 
Recorp. Ann. Eugen., Camb., 16, 249-259, Dec. 1951. 
12 refs. 

The relation between the incidence of congenital 
pyloric stenosis and the maternal age and the infant's 
birth rank was studied in a series of 578 children 
admitted to Birmingham hospitals with pyloric stenosis 
between 1942 and 1949, 853 infants selected at random 
from live births in Birmingham during the same period 
being used as a control. The first-born were shown to 
be most liable to develop pyloric stenosis, the inci- 
dence per 1,000 live births being 4.3 for the first birth 
rank, 2.8 for the second, 2.5 for the third, and 1.4 for 
the rest. The effect of birth rank was still found when 
maternal age was fixed, but association with maternal 
age was irregular when birth rank was fixed. The sex 
incidence (81.7 per cent males) was the same whatever 
the birth rank. Maternal fertility was substantially 
the same in both the affected and the control groups. 

Harry Harris 


1485. The Familial Incidence of Congenital Pyloric 
Stenosis. 

By T. McKeown, B. MacManon, and R. G. 
Recorp. Ann. Eugen., Camb., 16, 260-281, Dec. 
1951. 33 refs. 


In a detailed study of the familial incidence of 
pyloric stenosis in 477 of the 578 cases of pyloric 
stenosis previously studied (see Abstract 1484), the 
incidence in sibs after the first affected individual in a 
sibship was 58.1 per 1,000 (98.4 for male, 16.8 for 
female sibs). This is about 19 times the incidence in 
the genera! population. There was no appreciable 
increase in the incidence in cousins. Of 924 parents, 2 
had certainly been affected, and 2 others possibly 
affected. The incidence of parental consanguinity was 
0.42 per cent, that is, much the same as in the general 
population. The genetical background remains ob- 
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scure, but it is thought unlikely that the condition can 
be determined by a recessive gene with low manifesta- 
tion as had been previously postulated. Environmental 
factors, as indicated by the association of incidence 
with birth rank, are regarded as of considerable im- 
portance. Harry Harris 


1486. Birth Trauma to the Proximal Femur. 

By G. J. Baron, N. Eoet, and F. N. Zuck. N.Y. 
St. J. Med., $1, 2859-2864, Dec. 15, 1951. 9 figs., 
3 refs. 

Separation of the proximal femoral epiphysis due to 
birth injury is described as a distinct orthopaedic 
entity. In most of the reported cases it occurred during 
podalic version and extraction, or breech presentation 
and extraction, and only occasionally in vertex 
delivery. Swelling, slight shortening, limitation of pas- 
sive movement and pain on active movement, external 
rotation, and sometimes slight discoloration of the 
thigh and crepitus are the clinical signs. Radiography 
shows proximal displacement of the femoral diaphysis 
and later formation of abundant callus. The mechan- 
ism causing this injury is thought to be traction and 
simultaneous abduction of the lower extremity. Treat- 
ment consists in immobilization with the femur flexed 
at 90 degrees and partially abducted. This seems to 
maintain a satisfactory reduction. The authors report 
2 personal cases. W. Mestitz 


1487. The Use of Hyaluronidase in the Treatment 
of Dehydration in the Infant.  (Intérét pratique de 
I'hyaluronidase appliquée au traitement de la déshy- 
dration du nourrisson en état neuro-toxique.) 

By R. Turpin, P. CHassaGne, E. Housset, and P. 
Bouvattier. Thérapie, 6, 419-424, 1951. 14 refs. 

The authors report the results of the treatment of 6 
infants between the ages of 14 days and 8 months, 
suffering from dehydration, with subcutaneous glucose- 
saline-bicarbonate solution to which had been added 
1 turbidity reducing unit (t.r.u.) of hyaluronidase per 
2 mi. All the patients were seriously dehydrated and 
toxaemic; one of them died. 

The advantages of this method as compared with 
intravenous infusion are discussed. It was found that 
250 ml. of fluid was absorbed in about 10 minutes; the 
method is considered superior to the venous route in 
patients with small collapsed veins which may become 
obstructed with continuous use. In all the cases the 
authors consider that the effects of fluid administration 
by this route lasted longer than those of administration 
by intravenous injection. No untoward incidents were 
recorded. This method should not be used in the 
presence of skin infection or serious visceral disease. 

A. T. MacQueen 


1488. Two Cases of Meconium Peritonitis. [in 
Russian.]} 
By I. K. MurasHov. Pediatriya, No. 2, 62-65, 


1952." 

The author describes 2 cases of intestinal obstruction 
in newborn infants in which laparotomy revealed peri- 
tonitis with greenish-yellow fluid in the peritoneal 
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cavity. Both the infants died within 24 hours of opera- 
tion, and at necropsy a congenital deformity with 
stenosis and obstruction was found in the ascending 
colon (and, in | case, in the sigmoid), the peritonitis 
being due in both cases to perforation of a gangrenous 
patch in the wall of the caecum. 

According to Shchegolev, in the 4th month of foetal 
life the “ small” intestine is of larger calibre than the 
* large ", and already contains meconium. By the 7th 
month meconium has passed into the large bowel, 
which is distended by it and becomes larger than the 
small bowel. If stenosis is present in the former, the 
caecum becomes overdistended and necrosis occurs in 
its walls, leading to perforation either before birth or 
at delivery. In the cases described, the stage of the 
peritonitis suggested that perforation had occurred 
some days before birth. 

The diagnosis is based on distension of the abdomen, 
failure to pass meconium, the absence of meconium in 
the results of enemata, and the presence of free fluid in 
the abdominal cavity demonstrable clinically and radio- 
logically. The treatment is surgical, and should consist 
in anastomosis of the small to the large intestine to 
by-pass the stenosis, and repair of the perforation; or, 
in seriously ill patients, marsupialization of the per- 
forated caecum or tamponage. 

L. Firman-Edwards 


1495. Group D Streptococci in the Faeces of 
Healthy Infants and of Infants with Neonatal 
Diarrhoea 


By M. E. Suaree. J. Hyg., Lond., 50, 209-228, 
June, 1952. 20 refs. 


The aerob.c faecal flora of healthy newborn babies 
and of those suffering from neonatal diarrhoea were 
investigated at the National Institute for Research in 
Dairying, Reading, with particular reference to the 
association of Group D streptococci with outbreaks of 
neonatal diarrhoea; 78 specimens from 65 healthy 
babies, mostly breast fed and aged 5 to 14 days, were 
examined. Coliform organisms and Group D strepto- 
cocci were the bacteria most commonly isolated. 
Specimens of faeces were also obtained from babies 
involved in 10 outbreaks of neonatal diarrhoea occur- 
ring between December, 1946, and January, 1948, in 
widely distributed areas of Great Britain, and the per- 
centage of Group D streptococci was found to be 
greater than in healthy infants. Different types of 
Group D streptococci were obtained from both healthy 
and sick babies at the various centres, but the most 
frequently occurring types among the sick babies were 
also the predominant types in the healthy babies. 

Two main clinical forms of neonatal diarrhoea were 
encountered: one, mainly affecting bottle-fed babies, 
had a high mortality and was often associated with 
Bacterium coli O1l1; the other, affecting bottle- and 
breast-fed babies alike, had a low mortality, and was 
not associated with specific coliform organisms. It was 
thought that Group D streptococci possessing a high 
tyrosine decarboxylase activity might be associated 
with this mild type of diarrhoea. R. M. Todd 
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1498. Epidemic Infantile Diarrhea Associated with 
Escherichia coli 1, B. 

By R. I. Mopica, W. W. Fercuson, and E. F 
Ducey. J. Lab. clin. Med., #9, 122-128, 1952. 16 
refs 

An outbreak of diarrhoea of the newborn in hospital 
is described. From 80 per cent of 56 cases Bacterium 
coli of the serological type 111, B4, was isolated 
Treatment with chloramphenicol, combined with care- 
ful combating of dehydration, resulted in the relatively 
low morta'ity of 10 per cent (6 cases) 

The special strain of Bact. coli was usually present 
almost in pure culture at the onset of disease. The 
seminal odour of the cultures and the appearance of 
the colonies aided its recognition; its identification 
was confirmed serologically. All strains were highly 
resistant to streptomycin, but were sensitive to 
chloramphenicol, terramycin, and aureomycin, in order 
of increasing sensitivity. Agglutinins to low titre were 
demonstrated in the sera of the two patients examined 
Bact. coli 111 B4, could be demonstrated in the throat 
of affected infants. It was not found in any of 193 
faecal specimens from adult contacts, but was isolated 
from 4.7 per cent specimens from 146 infants not 
suffering from diarrhoea. The evidence for believing 
that this serological type of Bact. coli is a cause of 
neonatal diarrhoea is summarized, although the 
present case a virus could not be excluded as a possible 
cause of the outbreak D. G. ff. Edwards 

1499. The Antenatal Prediction of Haemolytic 
Disease of the Newborn. 

By D. C. A. Bevis. Lancet, 1, 395-398, Feb. 23, 
1952. 7 figs., 17 refs 

Although serological evidence of sensitization in a 
rhesus-negative woman indicates the possibility of 
haemolytic disease in her child, the probability of this 
event is difficult to assess. In this investigation 
amniotic fluid was obtained by abdominal! paracentesis, 
starting at the 28th week of pregnancy and repeated 
at fortnightly intervals until delivery. The specimens 
were extensively investigated chemically, but only the 
non-haematin iron and the urobilinogen concentrations 
proved of prognostic value 

For estimation of urobilinogen, the method used was 
that of Watson (King, E. J., 1951: Microanalysis in 
Medical Biochemistry, 2nd edition. London), 1 ml. of 
liquor amnii being used and the volume of reagents 
being reduced proportionally. Many methods of 
estimation of non-haematin iron were tried and it was 
found that the most effective one was modified from 
those described by Kitzes er al. UJ. biol. Chem., 1944, 
155, 653) and Thompson (Sande!l, E. B., 1950: Colori- 
metric Determination of Traces of Metals, 2nd edition 
New York). For details of this method the original 
article should be consulted 

158 specimens of liquor amnii from 69 patients from 
Saint Mary's Hospitals, Manchester, were examined 
bifty-four of the patients were sensitized rhesus-negative 
women and, of these, 30 gave birth to children with 
haemolytic disease of the newborn. No serious ill effects 
from the repeated paracentesis were noted in mothers 
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or infants. The results of the estimations of non- 
haematin iron and urobilinogen show that the haemo- 
lytic process produces well-marked changes in the 
concentration of these substances and that these con- 
centrations offer some guide to the severity of the 
disease. The changes in the liquor amnii are apparent 
at the 30th week of pregnancy, when the foetus is 
being affected. An abnormal concentration of either 
iron or urobilinogen at this time is therefore to be 
taken as a warning that the foetus is being affected 
by the haemolytic process and appropriate decisions 
can then be made. Arthur M. Sutherland 


1500. Efficacy of Rh Hapten Therapy in the Pre- 
vention of Erythroblastosis. 

By R. W. Marsrers, R. T. F. Scumipt, and M. E. 
Brack. Amer. J. Obstet. Gynec., 63, 549-558, Mar. 
1952. 1 fig., 10 refs. 

Theoretically, a promising technique of therapy for 
the already immunized Rh-negative patient would 
appear to be Rh hapten. Landsteiner originally used 
the term “ hapten” for modified antigens which were 
incapable of producing antibody formation, but could 
still unite with antibodies already formed to the 
original antigen. The Rh hapten used in the present 
study had been extracted according to the technique 
of Carter J. Immunol., 61, 79, 1949) from human red 
blood cells usually got from outdated bank blood. 
The materia! produced by this method has been shown 
by Carter to fix complement when mixed with serum 
containing Rh antibody, and presumably if adminis- 
tered to an immunized pregnant woman it would 
neutralize the Rh antibody before it crosses the 
placenta and thus prevent foetal damage. 

In any investigation of the value of an Rh hapten 
in preventing erythroblastosis, it should be remem- 
bered that less than 5 per cent of the Rh incompata- 
bilities ever result in sensitization with antibody 
formation. The Rh typing of the infant concerned 
must be done accurately because about 29 per cent 
of the offspring of random Rh-negative women are 
Rh-negative also, and will have no symptoms of 
erythroblastosis whether antibodies are present in the 
mother or not. Furthermore the remote possibility 
of the delivery of an apparently normal Rh-positive 
infant following the birth of several severely affected 
siblings must be considered. The therapeutic trial of 
Rh hapten should therefore be restricted to those Rh- 
negative patients who have been established as im- 
munized by repeated Rh antibody titrations, and who 
present a history of jaundiced, anaemic infants and/or 
intra-uterine foetal death in pregnancies of at least 24 
weeks’ gestation. 

Each of the 10 patients studied was confirmed as 
Rh-negative by fincing the typical Rh-negative geno- 
type cde /cde, i.e. they were negative to the C, D and 
E factors. Each patient had had at least one erythro- 
blastotic infant and the existence of maternal im- 
munization was confirmed by several Rh antibody 
titrations. In all 10 cases the immunization was due 
to pregnancy, not to transfusion. Six of the 10 patients 
received 100 mg. hapten intramuscularly per week 
and 4 of these raised to 200 mg. weekly near term. 


| 
q 
: 
| 
; 3 
+} 
- 


REVIEW OF CURRENT LITERATURE 


Three others were started on 200 mg. each week and 
raised to 300 mg. at the 1Sth, 25th and 30th weeks. 
A single patient who was started on 300 mg. at the 
7th week aborted in the 14th week. The blood speci- 
mens for antibody titration were taken immediately 
before the weekly hapten injection. 

The Rh titre end points varied slightly from week 
to week, but the general tendency was to maintain 
the same antibody concentration, in spite of the hapten 
injections, throughout the pregnancy. There were no 
downward trends, confirmed by successive determina- 
tions, which might be attributed to significant anti- 
body neutralization by the hapten. On the other hand, 
with a single exception there were no upward trends, 
but there seemed to be no question that an Rh anti- 
body titre may show no rise during pregnancy and 
yet severe foetal damage occur. 

There was no evidence that the outcome of the 
pregnancies was influenced by the injections. Of the 
10 cases treated and delivered the result in 2 may 
be excluded because | pregnancy ended in an early 
abortion while the other resulted in the birth of an 
entirely normal Rh-negative chi'd. Of the remaining 
8 cases there were 5 intra-uterine deaths and a sixth 
only survived for a few minutes. Two infants sur- 
vived, both of whom showed clinical signs of erythro- 
blastosis but were successfully treated by replace- 
ment transfusions. Some benefit from the hapten 
injections in these 2 cases cannot be altogether 
excluded. F. J. Browne 


1501. Latent Hemolytic Disease of the Newborn 
Infant. The Variable Quantitative Relationship 
between the Amount of Maternal Rh Antibodies and 
the Extent of Damage to the Rh-positive Infant. 

By J. Grunporrer. J. Pediat., 40, 172-179, Feb. 
1952. 13 refs. 

The interpretation of the quantitative relationship 
between maternal antibodies and the extent of damage 
to the Rh-positive foetus of a sensitized Rh-negative 
mother presents an outstanding problem. After sur- 
veying the literature concerning the birth of Rh- 
positive offspring with little or no clinical evidence 
of haemolytic disease to sensitized Rh-negative 
mothers with high Rh antibody titres during preg- 
nancy, the author describes 3 cases in which apparent'y 
normal Rh-positive infants were born to mothers who 
had had high serum titres of anti-D from the first 
trimester of pregnancy. Several factors may modify the 
degree of haemolytic disease produced by high maternal 
antibody titres; these include variations in the anti- 
genic power of the factor concerned (usually D), the 
genotype of the father (whether homo- or hetero- 
zygous), and possibly also placental damage allowing 
an increased amount of antigen to pass into the 
maternal circulation. 

In the 3 cases described the only abnormality at 
birth was a positive direct Coombs’s reaction, but in 
a few weeks 2 of the infants developed pronounced 
anaemia and required blood transfusion. The author 
stresses that caution is required in asserting that an 
infant born to a sensitized mother is normal until! it 
has been carefully observed throughout infancy, since 
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our knowledge concerning the eventual residual effects 
of RKh-sensitization and the effect of maternal anti- 
body on the vital organs is as yet incomplete. Special 
attention must be paid to the possible role of Rh 
incompatibility in causing mental deficiency. 

Ellis Dresner 


1507. Controlled Trials of the Treatment of 
Haemolytic Disease of the Newborn. 

By P. L. Motuson and W. Wacker. Lancet, 1, 
429-433, Mar. 1, 1952. 7 refs. 

A preliminary report of a controlled trial of the 
treatment of haemo!ytic disease of the newborn in 
which 12 centres throughout the country participated. 
Treatment was governed by a system of random num- 
bers and allotted to each case at the 35th week of 
pregnancy by means of sealed envelopes. The main 
aims were to compare the value of premature induc- 
tion of labour with normal term deliveries and to 
compare the results of exchange transfusion with 
simple transfusion. 

Analysis of the results indicates a higher survival 
rate in full-time infants than in premature ones, though 
the difference does not quite reach the conventional 
level of significance. Exchange transfusion results in 
a significantly higher rate of survival than simple 
transfusion and is followed by a remarkably low 
incidence of kernicterus 

The indications for exchange transfusion are dis- 
cussed in view of the results obtained and in terms 
of the cord haemoglobin level. Below 11 g. per cent 
it is indicated absolutely; above 17.5 g. per cent it ts 
unnecessary. Between 11 g. and 15 g. per cent the 
results did not clearly indicate any superiority of 
exchange over early simple transfusion but the authors 
nevertheless recommended the former. Between 15 g. 
and 17.5 g. per cent occasional cases of kernicterus oc- 
curred and at this level it is suggested that at least 
one indication for exchange transfusion is the pre- 
vious birth of an affected baby. 

A further full report is to be published later. 

G. Jacob 


1503. The Treatment of Erythroblastosis Foetalis. 
(Tratamiento de la eritroblastosis fetal.) 

By R. Mepina Acutiar. Medicina, Méx., 32, 
25-34, Jan. 25, 1952. 

The treatment of erythroblastosis foetalis may be 
divided into three phases: preventive, treatment 
during pregnancy, and curative. Preventive measures 
to be taken in women known to be Rh negative in- 
clude the avoidance of indiscriminate injections and 
blood transfusions, particularly from the husband. 
Serum antibody titres may be increased non- 
specifically by some vaccines, horse serum, and plasma 
transfusions. Pregnancies in such cases should be 
spaced at intervals of at least 2 years. Drug treat- 
ment during pregnancy is of no value, desensitization 
by the injection of cell stroma often makes matters 
worse, and the use of Rh hapten has proved dis- 
appointing. Injections of corticotrophin for one week 
during the 7th or 8th month diminish the antibody 
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titre, but there is a certain risk that it may induce 
a lowering of resistance to infection, hypertension, 
psychosis, or dtabetes Delivery before term 
diminishes the length of time the infant is exposed to 
the action of the maternal antibodies, while tying the 
cord as soon as possible after birth keeps out of the 
child's circulation 100 to 150 ml. of placental blood 
nich in antibodies 

Curative treatment consists of blood transfusion, 
exchange transfusion or both, together with the ad- 
ministration of vitamin K, antibiotics, lipotropic sub- 
stances (to combat liver fatlure), vitamin B,,, and folic 
acid. When oedema is present, intravenous injections 
of concentrated human plasma are useful. The child 
should be kept in an incubator, with continuous 
idministration of oxygen for the first few hours 
Glucose solution should be given orally, followed by 
breast mi'k when possible. The child should remain 
n the incubator for 72 hours, after which it usually 
makes a steady recovery. Indications for exchange 
transfusion are: (1) hydrops (if the child is viable); 
(2) deep jaundice at birth, or jaundice deepening after 
the first day; (3) a slightly jaundiced child if the 
mother’s blood contains circulating antibodies; (4) 
a slightly jaundiced child where previous children 
have had erythroblastosis foetalis; and (5) any child 
whatsoever its state, whose mother has been im 
munized and the father is homozygous. The exchange 
of blood may be continuous or intermittent. For 
intermittent exchange, 20 ml. of blood per kg. body 
weight is a convenient vo'ume. Where practicable, 
the umbilical vein is the best route of administration, 
but a peripheral vein or the superior longitudinal 
sinus may have to be used. The possible complications 
of this therapy are embolism, septicaemia, extra-dural 
haematoma Cf the superior longitudinal sinus is used), 
The author has treated 49 

M. Lubran 


and cardiac dilatation 
cases, with 3 deaths 


1504. The Antibody Titre in Maternal and Infant's 
Serum as an Indication for Treatment in Haemolytic 
Disease of the Newborn. 

By G. A. Ketsatte and G. H. Vos. Med. J. Aust., 
1, 349-356. Mar. 15, 1952. 1 fig., 17 refs 

The authors studied 43 cases of Rh-incompatible 
pregnancy in an attempt to determine criteria of 
prognosis for the infant They concur with other 
suthors in finding the saline and albumen antibody 
titres to be of litthe value. However, the difference 
between the indirect antiglobulin titre of the materna! 
blood at delivery and the level in the cord blood is 
considered significant. A high degree of difference 
such as 750 (obtained by subtracting cord-blood titre 
naternal titre) was almost invariably followed 
Below these figures the prog 
They suggest that 


from 
by death of the infant 
nosis became progressively better 
a high titre difference indicates a high level of anti- 
body absorption by the foetal tissues. This was borne 
out by a positive correlation between the titre differ- 
ence and the degree of positivity of the direct ants 
globu'in test on the infant's erythrocytes 

The authors further consider the after-effects of 
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exchange transfusion and correlate them with the 
residual indirect antiglobulin titre. If this remains 
over 16 there is a likelihood of anaemia recurring, 
with an absence of reticulocytosis, until the antibody 
has vanished. G. Jacob 


1505, Coagulation Studies in the Newborn Infant. 
Il. Erythroblastosis F etalis. 

By R. M. Hevwn, I. H. Rozenrecp, B. J. Grossman, 
and J. D. Stuart. Pediatrics, 9, 327-332, Mar. 1952. 
1 fig., 5 refs. 

In 10 infants suffering from haemolytic disease of 
the newborn, the whole-blood clotting time, pro- 
thrombin concentration, protamine titration level, 
platelet count, and clot lysis were studied. An ex- 
change transfusion was given to 8 of the infants who 
had a haemoglobin concentration of 13 g. per 10 m!. 
or less, and in these the investigation was carried out 
before and after the transfusion. The technique used 
was described in a previous paper (Pediatrics, 1952, 
9, 182), in which the coagulation of the blood of 
normal babies was discussed. Comparing the two 
series of cases, the authors found that the prothrombin 
concentration was the same for both, but that the 
who'e-blood clotting time during the first day of life 
averaged 27 minutes (range 7 to 56) in the infants 
with haemolytic disease and 14 minutes (range 7 to 
38 minutes) in the normal infants. The protamine 
titration level was increased beyond normal adult 
values in 60 per cent of the infants with haemolytic 
disease and in 23 per cent of the normal infants. No 
gross abnormality of clot lysis was observed in the 
abnormal infants. 

The authors conclude that they have been unable 
to demonstrate a consistent coagulation defect in their 
10 cases. They did observe, however, that where the 
protamine titration level was raised before an ex- 
change transfusion it was normal afterwards. 

John Murray 


1506. The Rh Factor in Cases of Disputed Pater- 
nity. (Vaterschaftsausschliisse durch Bestimmung 
von Rh-Untergruppen.) 

By R. Manz. Disch. Z. ges. Gerichtl. Med., 41, 
57-60, June 1952. 

This is a brief report of 63 lawsuits concerned with 
disputed paternity in which evidence based on Rh 
testing was given to the court. In about half the cases 
allegations against one or more men were rebutted 
on the medical evidence. The author proceeds to a 
discussion on genetics in its relation to this medico- 
legal problem. G. F. Walker 


1507. Sickle Cell Inheritance in a Case of Disputed 
Paternity. 

By A. B. Raper. E. Afr. med. J., 29, 125-127, 
Apr. 1952. § refs. 

The author describes a case of disputed paternity 
in which two men c'aimed to be the father of a Bantu 
woman's 4-year-old son. The phenotypes of the 4 
individuals concerned were determined in terms of 
the ABO, MN, and Rh blood groups without exclu- 
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sion. As a last resort, the four bloods were tested 
for sickling by the sealed-preparation and dithionite 
methods. The mother’s blood did not sickle but the 
child’s did; he must therefore have inherited the 
characteristic from his father. Of the 2 men, the blood 
from one showed sickling while the other did not. 
The author inclines to the view that this supports 
the thesis that the former was probably the father 
of the boy, though he rightly concludes that, though 
it is known that sickling is inherited as a Mendelian 
dominant, sufficient is not yet known about the mode 
of inheritance of this gene to warrant drawing con- 
clusions on which a court of law could be invited 
to act. Gilbert Forbes 


1511. Congenital Leukaemia. 

By W. G. Bernuarpt, I. Gore, and R. A. KILBy. 
Blood, 6, 990-1001, Nov. 1951. 2 figs., 19 refs. 

Leukaemia was diagnosed in 4 infants who died 
between the ages of 19 hours and 68 days and on 
whom careful haematological, morbid anatomical, and 
histological examinations were made at the Armed 
Forces Institute of Pathology, Washington, D.C. The 
leukaemic process was mye'oid in type and in all cases 
the cells showed differentiation. As in 3 cases there 
were also congenital abnormalities such as an inter- 
atrial septal defect, the Klippel-Feil syndrome, and 
dextrocardia, it is suggested that all the anomalies 
arose before the 14th week of intra-uterine life. The 
14 other examples of congenital leukaemia described 
in the literature are reviewed. E. Neumark 


1513. Mononuclear Pneumonia in Sudden Death 
or Rapidly Fatal Iliness in Infants. 

By P. Gruenwatp and M. Jacosi. J. Pediat., 39, 
650-662, Dec. 1951. 12 figs., 39 refs. 

In this paper from Brooklyn, New York, are des- 
cribed the pathological findings in 76 infants who died 
at home or in hospital, sudden'y or after a brief period 
of prodromal symptoms; others died shortly after 
admission to hospital with acute symptoms. The 2 
youngest infants in this series were aged 9 and 11 days 
respectively. The authors state that the incidence of 
such fatalities rises rapidly from this age. to reach a 
a peak and then decline. Only a few of the infants 
were more than 7 months old. 

In such cases as those reported the principal finding 
at necropsy is a diffuse mononuclear pneumonia. The 
exudate may be both in the lumina of the alveoli and 
in their walls. The characteristic cell is polygonal or 
oval and is somewhat larger than the usual pulmonary 
macrophage measuring 10 to 20 u. The cytoplasm 
stains homogereously and deeply, without inclusions 
Patches of collapse may be present and oedema may 
occur. Less characteristic changes are seen in other 
organs. Hyperplasia of lymphoid tissue most com- 
monly occurs in Peyers patches of the intestine, in the 
mesenteric lymph nodes, and in the spleen. The diffi- 
cu'ty of judging the normal appearance of lymphoid 
tissue in infants is emphasized. The lymphoid hyper- 
plasia might suggest a diagnosis of status thymicolym- 
phaticus in the absence of an adequate histological 


899 


examination of the lungs. Likewise the frequent occur- 
rence of petechial haemorrhages on the lung might 
suggest suffocation. 

Clinical and pathological findings suggest infection 
as the cause of these changes, but bacteria were found 
in only 12 of the 76 cases. This, together with the 
appearances of the exudate, suggests the possibility of 
a viral aetiology, but no proof of this is available. It is 
probable that bacteria! invasion is a secondary effect. 

F. A. Langley 


1514. Self-demand Feeding in a Maternity Unit. 
By R. S. ILtincwortn, D. G. H. Srone, G. H. 


Jowett, and J. F. Scorr. Lancet, 1, 683-687, Apr. 5, 
1952. 8 refs. 


Current interest in “ self-demand ™ infant feeding is 
reflected in this account of a planned investigation 
carried out at the Jessop Hospital for Women, Shef- 
field, into the comparative value of self-demand feed- 
ing and of feeding according to a rigid schedule in two 
groups of over 100 newborn babies. In each group 
the baby was kept by the mother’s bed day and night. 
{The method of allocation to the two groups is not 
described.] For the first 48 hours of life all the babies 
were put to the breast 6-hourly, provided the condition 
of the mother allowed it; the fear of soreness of the 
nipples from too frequent feeding during the first 2 
days was, however, felt to be unfounded. 

The factors studied were: (1) the proportion of 
babies regaining their birth weight by the 9th day, 
which was higher by 13 per cent in the “ demand” 
group; (2) the incidence of sore nipp'es, which was 
greater by 14.5 per cent in the “ rigid” group; (3) the 
incidence of over-distension of the breasts, which was 
higher by 17.1 per cent in the rigid group; and (4) the 
proportion of mothers maintaining full breast feeding, 
which was higher in the “demand” group by 6.3 per 
cent on discharge and by 15.8 per cent at one month. 
All these differences were statistically significant. 
Interesting information was collected about the num- 
ber of feeds babies take on demand feeding, and 
correlations were worked out between the number of 
feeds, weight gain, over-distension, and sore nipples. 

[No mention is made of the effect of antenatal breast 
care on lactation, the time allowed for feeding in the 
rigid group, the time taken over feeds in the “demand” 
group, or—what would have been of particular inter- 
est—the views of the mothers on the relative merits 
of the two methods of feeding.] David Morris 


1S1S. Effects of Early Feeding of Strained Meat to 
Prematurely Born Infants. 

By M. B. ANDELMAN, P. S. Geracp, A. C. RAMBAR, 
and B. M. KaGan. Pediatrics, 9, 485-491, Apr. 1952. 
6 refs. 

This study was undertaken to determine the effect on 
premature'y born infants of the feeding of strained 
meat. One group of infants received a standard 
formula; another an identical formula to which 
strained meat was added; and a third group was breast 
fed. 
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Meat added to the diet of prematurely born infants 
weighing between 2,000 and 6,750 g. was well accepted 
There was no significant difference in the symptoms or 
signs of illness among the infants of either of the three 
groups. It was found that a plot of the body weight of 
such infants against age generally gives a smooth sig- 
moid curve. The central portion of the “S” forms a 
remarkably straight line. The linear portion of the 
curve is located in the interval between 2,500 and 
4,500 g. body weight. The location is relatively un- 
affected by cither age or birth weight. The slope of 
this linear portion was taken as the measure of the 
weight gain. A similar relationship was found for the 
crown-heel length. These findings are not only of 
academic interest but are also of practical importance 
since they provide an usually good tool for further 
nutritional and other studies 

Growth as measured by rate of change of weight and 
length dia not differ significantly between the experi- 
mental group and the control group. The breast-fed 
group exceeded the experimental and control groups 
in both weight and length gain. The greater weight 
gain in the breast-fed group as compared to the experi- 
mental group was statistically significant 

Minimum values for red blood cell count and 
haemoglobin were observed at 12 weeks of age. These 
values rose steadily until about 20 weeks of age, at 
which time they became relatively stable. There was 
no significant difference in the haemoglobin concen- 
tration or red blood cell count between the three 
groups at 12 wecks of age. At 20 weeks, however, the 
meat-fed or experimental group exceeded the control 
by a significant amount. The mean difference in 
haemoglobin concentration of the experimental group 
and that of the control group was 1.0 g./100 ml. This 
finding is of interest, especially since the experimental 
and control groups both received more than adequate 
amounts of tron added to the diet 

A gradual rise in serum protein concentration was 
noted with increasing age. At 12 weeks of age, the 
serum protein concentration for the breast-fed group 
was significantly lower than that for the experimental! 
group, the average difference being 0.40 g./100 ml. 
The average difference between these two groups at 
20 weeks was 0.35 g./100 ml. but there were too few 
in the breast-fed group at this time to give the differ- 
ence statistical significance. The serum protein concen- 
trations in the experimental and the control groups did 
not differ significantly at either 12 or 20 weeks of age 

Analysis of the total volume intake of the formulae 
showed that intake of the experimental group was 
reduced in proportion to the greater caloric content of 
the meat-containing formula. The result was that the 
daily intake of calories was the same in both the 
experimental group and the control group. This 
remarkable reduction in volume of intake by pre- 
mature infants in the weight groups concerned and the 
strikingly uniform caloric intake are of interest, parti 
cularly in view of current thoughts on se'f-selection of 
diet 

No differences were noted in the weight or length 
gain, haemoglobin, red blood cell count, or serum 
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protein concentration between the experimental group 
and the control group when the infants reached one 
year of age.—{Authors’ summary.] 


1517. The Vitamin B Complex as a Supplement in 
Infant Feeding. 

By J. A. CHALMERS. 
May 1952. 36 refs. 

There is suggestive theoretical evidence, which is 
reviewed by the author, that both human and cow's 
milk may be deficient in the vitamin-B complex in 
relation to the needs of the infant. To examine the 
practical implications of this theory, 188 newborn 
infants, of whom over half were artificially fed on half- 
cream dried milk, were given a vitamin-B supplement 
which supplied 500 mg. of aneurin, 1,000 mg. of ribo- 
flavin, and 5,000 mg. of nicotinamide daily and com- 
pared with a control group of 192 infants. 

The length of stay in hospital, the weight gain or 
loss, and the rate of regain of birth weight were not 
signiticantly different in the two groups. The explana- 
tion offered for the failure in this study to demonstrate 
the spectacular effect of vitamin-B reported by certain 
other workers is that there is an adequacy of vitamin-B 
complex in the maternal diets of the population 
studied, with good storage by the foetus. 

David Morris 


Edinb. med. J., 59, 247-254, 
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1518. Labor and Delivery After Cesarean Section. 

By A. L. Witson. Amer. J. Obstet. Gynec., 62, 
1225-1233, Dec. 1951. 9 refs. 

This is an analysis of 943 consecutive deliveries of 
potentially viable (1,500 g. and over) infants, after 
Caesarean section from 1932 to 1950. Approximately 
30 per cent of the sections had been done for cephalo- 
pelvic disproportion, and 18 of these subsequently 
delivered vaginally an infant of the same size or 
larger without difficulty or complication. Among the 
cases treated since 1944, 45 per cent of the previous 
sections were of the lower segment transverse type, 25 
per cent classical, and 5 per cent extraperitoneal; the 
information regarding the remaining 25 per cent was 
incomplete. There were 15 ruptures of the scar, 11 of 
these being classical and 4 lower segment. Rupture of 
the lower segment scar was incomplete in all cases, 
and the foetus always survived. The author does not 
accept persistent tenderness in the scar area, and so- 
called abdominally palpable uterine defect alone, as 
reliable signs of impending rupture, for tenderness may 
be due to peritoneal adhesions, a hypersensitive 
bladder, round ligament tension, or scarring in the 
abdominal wall layers. In 6 cases in which repeat 
section was done for “ impending ” rupture, 4 showed 
no evidence of rupture of the scar. In only half the 
cases in which the scar ruptured was there a history 
of previous puerperal infection or wound infection. 
Among the factors considered to favour rupture are 
polyhydramnios, multiple pregnancy, excessive size of 
the infant, multiparity, and anteriorly situated 
placenta. 
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The author's present policy is to consider each case 
on its merits and to allow a carefully conducted trial 
of labour, except when there is cephalo-pelvic dispro- 
portion or other obvious contra-indication to vaginal 
delivery. Of the 15 ruptures, 3 (all classical) occurred 
before labour, 4 occurred between 26 and 39 weeks, 8 
early in the first stage of labour, 1 in the second stage, 
and 2 were found at elective Caesarean section. 
Routine repeat sections are condemned, first, because 
they would have prevented very few of the ruptures, 
second, because the risk to the mother is greater, and 
third, because occasionally a premature infant will be 
obtained that does not survive. F. J. Browne 


GYNAECOLOGY 
GENERAL 


1519. Preliminary Observations on the Radiological 
Examination of the Female Genital Tract by Means 
of Retrop perit (Prime osservazioni sull’ 
esplorazione radiologica  dell'apparato genitale 
femminile mediante il retropneumoperitoneo.) 

By L. Rossi. Radiol. med., Torino, 37, 705-716, 
Sept. 1951. 11 figs., 13 refs. 

The author describes the application of the tech- 
nique of retroperitoneal gas injection to the radio- 
logical study of the position, form, and dimensions of 
the uterus and its relation to the other intrapelvic 
organs and to the bony pelvis. His method, developed 
at the Radiological Institute of the University of 
Florence, is stated to be simple, innocuous, and of 
considerable value, especially in cases where full 
gynaecological examination is difficult or impossible. 
His work is based on the observation that if the 
patient is kept in the Trendelenburg position for some 
time, gas injected into the retro-rectal space diffuses 
not only upwards into the retro-peritoneal space, but 
also forwards around the uterus, between the broad 
ligaments, and also into the perivesical spaces, out- 
lining all the structures in the true pelvis from the 
bladder in front to the rectum at the back. 

The author follows the original technique of Rivas 
(Arch. esp. Urol., 1948, 4, 223) for the introduction of 
the gas, 1,000 to 1,300 ml. of oxygen being insufflated 
by means of an artificial-pneumothorax apparatus, but 
oxygen is preferred to air because of its quicker rate 
of absorption. Immediately afterwards the patient is 
placed in the Trendelenburg position for 2 to 3 hours, 
and when it is obvious on screening that the gas has 
infiltrated into the desired area, films are taken. The 
author uses the following projections, all taken with 
the patient in the Trendelenburg position: (1) antero- 
posterior; (2) postero-anterior; (3) antero-posterior, 
with the central ray running in a cranio-caudal direc- 
tion; and (4) postero-anterior, with the central ray run- 
ning in a caudo-cranial direction. These examinations 
are followed by tomography in a series of planes from 
3 cm. to 10 cm. with the patient in the supine position 
and the position of the central ray half-way between 
the umbilicus and pubes. In the 3- to 4-cm. planes the 
retro-rectal and peri-rectal spaces are seen to be out- 
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lined by gas. The rectum itself and its walls are seen 
in the 5-, 6-, and 7-cm. planes, and a little farther 
forward the ovaries are seen as almond-shaped 
opacities lying oblique'y from above downwards. At 
6, 7, and & cm. the uterus is clearly outlined by the 
gas which has penetrated into the broad ligaments, and 
at 8 to 10 cm. a cup-shaped shadow appears which is 
caused by gas around the b'adder. It is obvious that 
any alteration in the size, position, or shape of any of 
the pelvic organs will be seen clearly in the tomograms 
thus obtained. 

Illustrations are given of a normal case, a case of 
ovarian cyst together with a 2-month pregnancy, and 
a case of lipoma of the mesosigmoid which on clinical 
examination could not be separated from the pelvic 
organs, but which radiography showed to be unrelated 
to any of them. The author intends to develop this 
method still further by associating it with other exami- 
nations such as hystero-salpingography, pneumocysto- 
graphy, and rectal air insufflation. J. Rabinowitch 


1520. The Clinical Application of Vulvar Fluo- 
rescence, 

By R. B. Grrensiatr. Fertil. and Steril., 2, 467- 
473, Nov.-Dec. 1951. 4 figs., 5 refs. 

From the Department of Endocrinology, Medical 
College of Georgia, Greenblatt describes the result of 
his studies on “ several 100 females ranging from 9 to 
70 years, with a variety of gynecologic, obstetric and 
endocrinologic disorders” using luminescent exami- 
nation. The varying hues of the vulva under this 
light were noted visually, and he concludes that this 
method of examination must remain experimental at 
the moment; its practical usefulness at present, he 
claims, is greatest in the field of threatened abortion, 
where it can indicate the type, in which a good res- 
ponse may be expected to follow adequate endocrine 
therapy. The procedure is also claimed to hold 
promise in helping to differentiate functional bleeding 
from that of ectopic pregnancy and uterine malig- 
nancy. Donald Beaton 


1521. Obturator Internus Spasm as a Cause of 
Pelvic and Sciatic Distress. 

By R. E. Leion. J. Lancet, 72, 286-287, June 1952. 
2 figs., 4 refs. 

This is an accidental observation made during the 
examination of a patient complaining of pain and 
feeling of fullness of the rectum, and pain down the 
back of the thigh. It was found that there was marked 
tenderness with digital pressure vaginally over the 
obturator internus. Faradic and galvanic stimu'ation 
seemed to give the best and most prolonged relief. 
The anatomy is outlined and a rationale for the sciatic 
pain developed. Since this first case, 7 more have been 
found to fit the same description. In 2 of these the 
pain was accentuated by extending and rotating the 
thigh. A. F. Anderson 


1522. A Psychosomatic Study of Pelvic Congestion. 
By C. H. Duncan and E. C. Taytor. Amer. J. 
Obstet. Gynec., 64, 1-12, July 1952. 3 figs., 22 refs. 
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A syndrome, characterized by lower abdominal pain 
and parametrial tenderness without apparent cause, 1s 
a common occurrence in gynaecological practice. In 
Germany it has been recognized under the title 
* spastische Parametropathie ", in France as “ plexalgie 
hypogastrique ", and in England as “ broad ligament 
neuritis " (Young) and “ pelvic sympathetic syndrome ” 
(Theobald). It may be mild and of short duration or 
of long standing and a serious handicap to the patient. 
The pain is often referred to the sacral area and may 
radiate into the anterior medial aspects of the thighs 
It is a dull heavy ache, sometimes with a burning 
component, and on the more constant pain may be 
superimposed a sharper stabbing or cramp-like pain 
of brief duration, usually in response to a jolt or 
sudden movement. It is commonly increased in the 
premenstrual phase and often by coitus. Associated 
premenstrual engorgement and pain in the breasts with 
nodular induration is common enough to suggest that 
this disorder should be regarded as part of the pelvic 
congestion syndrome 

The authors believe that the congestion is a mant- 
festation of an emotional state representing “a bodily 
reaction to stressful life experiences”. To maintain 
this thesis they studied 36 women. In 29 cases there 
had been an unhappy chi'dhood with loss of maternal 
affection. With few exceptions the patients were 
psychologically abnormal. All but § displayed appreci- 
able anxiety, and all but 10 were subject to periods of 
depression and 2 were considered suicidal risks. Six- 
teen gave a history of motor or sensory disorders or 
other phenomena suggestive of hysterical conversion 
symptoms. In only 6 of the 32 married patients was 
the marital relationship reasonably satisfactory, and 
2? of the couples were childless. Two had divorced their 
husbands and 2 others were separated. Frigidity was 
common. Menstrual disorders, including irregular 
cycles, hypomenorrhoea, and menorrhagia occurred in 
one third. Headache, weakness or fatigue, sleep disturb- 
ances, and pains of the type commonly ascribed to 
fibrositis or myositis were exhibited by half of the 
women. Only slightly less frequent were episodes of 
nausea and vomiting, urinary frequency and dysuria, 
diarrhoea, hay fever, and asthma. In 34 of the 36 
patients the onset of pelvic congestion was associated 
with a distressful life situation, especially those requir- 
ing them to function as women 

Experimertal evidence was obtained of vascular 
changes in the vagina in relation to changes in the 
emotional state, the blood flow in the vaginal wa!'ls 
being at relatively low levels during periods of security 
and relaxation and increased during emotional disturb- 
ances, the greatest hyperaemia accompanying resent- 
ment. It is believed that this hyperaemia could, if 
prolonged, lead to chronic pelvic congestion and 
oedema 

Decision as to whether the pain is the result of 
pelvic congestion alone or whether increased pain sen- 
sibility a'so plays a part must be left for further study 
In any case the latter cannot account for the entire 
syndrome, and a significant, if not exclusive, role 
remains for vascular phenomena F. J. Browne 


DISORDERS OF FUNCTION 


1523. The Relation of Obesity to Menstrual Dis- 
turbances. 

By J. RoGers and G. W. Mircuett. New. Engl. 
J. Med., 247, 53-55, July 10, 1952. 3 figs., 21 refs. 

A Statistical review is presented of cases studied in 
the New England Center Hospital and the Boston 
Dispensary 

Two series were studied, the first consisting of 100 
women, aged 16 to 40, with menstrual disturbances; 
the second was a control group of 201 women of the 
same age group with normal cycles occurring at inter- 
vals of 23 to 25 days and with the duration of flow not 
exceeding 8 days. 

Obesity was defined as 20 per cent or more over 
ideal weight decided by reference to standard nomo- 
graphs (Fed. Sec. Agency, Public Health Service, 
Division of Chronic Disease). 

Amenorrhoea was the most frequent menstrual dis- 
order occurring in 60 per cent of the women with 
menstrua! disturbances. Forty-eight per cent of these 
women were obese as compared with 13 per cent in the 
control group. Forty-seven of the 60 women were 
aged between 16 and 29, and in this age group obesity 
was even more striking. It is suggested that hypo- 
thalamic lesions may be responsible for both amenor- 
rhoea and obesity. Elliot E. Philipp 


1524. Hormonal Control of Functional Uterine 
Bleeding. 

By R. B. GreensiaTt and W. E. BaRFIELD. Amer. 
J. Obstet. Gynec., 63, 153-157, Jan. 1951. 2 figs., 
18 refs 

The authors have found that the best results in the 
management of functional uterine bleeding were got 
when (1) oestrogens were used when the bleeding 
occurred from a cystic glandular hyperplasia or a 
persistent oestrogenic endometrium; (2) progesterone 
was used for those in whom the bleeding arose from 
an imperfect progestinal or mixed type of endo- 
metrium; (3) testosterone was used when the bleeding 
was associated with uterine fibroids or endometriosis. 
The administration of a combination of gonadal 
steroids containing 1.66 mg. of oestradiol benzoate or 
its equivalent, 25 mg. of testosterone propionate, and 
25 mg. of progesterone wi'l take care of functional 
bleeding due to various causes in about 95 per cent of 
all cases. This combined therapy administered over a 
period of 5 days usually results in arrest of bleeding 
within 6 to 48 hours. Withdrawal bleeding that stimu- 
lates a normal menstrual period will ensue from 2 to 
7 days after cessation of therapy. Some 26 days later 
a course of oral progesterone by mouth (30 mg. daily 
for 5 days) or intramuscularly (10 mg. daily for 3 days) 
may be given to induce another withdrawal bleeding. 
This progesterone therapy may be carried out at 
monthly intervals till it is established, as it may be by 
keeping basal temperature records, that cyclic ovula- 
tory menses have begun. Should spotting occur during 
the intermenstruum, running doses of oestrogens, 1.25 
mg. of oestrone sulphate or its equivalent, may be used 
for 15 to 20 days and then followed by the progestin 
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therapy outlined above. In severe bleeding a double 
initial dose of the combined steroids may be given to 
great advantage. When bleeding is acute and the 
patient exsanguinated, it may be best to delay the 
withdrawal period for several weeks. In such cases 
it is advisable to give intravenous oestrogens every 4 
to 6 hours till bleeding stops. When this happens oral 
oestrogens are given in decreasing doses over a period 
of 25 days and a withdrawal bleeding will then be 
delayed till the patient has had time to recover her 
balance. A table is included giving the details of 
treatment and the results in 20 patients. 

F. J. Browne 


1525. The Endometrium and its Vasculature Over- 
lying Submucous Fibroids in Relation to Uterine 
Bleeding. 

By G. C. Duperroy. Amer. J. Obstet. Gynec., 63, 
1110-1118, May 1952. 7 figs., 20 refs. 

The purpose of this study was to explain why it is 
that in some cases of submucous fibroids there is 
abnormal uterine bleeding, while in others menstru- 
ation is normal and the only complaint is sterility. To 
find the answer 25 uteri were selected from hysterec- 
tomies, only those cases being included in which a 
menstrual period was recognizable every month. Men- 
struation was normal in 10 of the 25 cases, and in 15 
there was menorrhagia or metrorrhagia. There is no 
doubt that cystic glandular hyperplasia has been found 
in submucous fibroids and that it often accounts for 
functional bleeding, but such cases are excluded from 
the present study which deals only with fibroids in 
which there is an organic explanation for the haemor- 
rhage. 

In the patients with normal and regular menstru- 
ation, normal glandular endometrium covered the 
fibroid, and normal coiled and straight arteries were 
present. In those with menorrhagia the stroma was 
atrophic and congested and oedematous, : probably 
because of the mechanical occlusion of the lymphatic 
and venous circulation by the fibroid. Glands and 
coiled arteries were absent and large venous sinuses 
were present under the surface epithelium. When 
menstruation starts these sinuses are opened by the 
shedding of the mucosa, and venous haemorrhage 1s 
added to the normal menstrual flow. Another factor 
in the protracted bleeding seems to be the absence of 
coiled arteries. It is known that in normal menstru- 
ation bleeding occurs in a part of the mucosa every 
time the basal part of the coiled artery relaxes for a few 
minutes, and that it ceases when this artery contracts. 
In this case the coiled arteries have disappeared and 
the rare arteries, seen in the basalis of the endo- 
metrium, do not have normal muscular tunics. Con- 
sequently the local haemostatic mechanism is impaired. 
In metrorrhagia the endometrium over the fibroid was 
ulcerated, congested, and oedematous, and sometimes 
infected. F. J. Browne 


1526. Amenorrhoea with Radiological 


Associated 
Changes in the Sella Turcica or Cranium. (Aménor- 
rheés coincidant avec une altération radiologique de 
la selle turcique ou du crane.) 
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By —. Bret and —. Seneze. Pr. méd., 6, 99-102, 
Jan. 23, 1952. 10 figs. 

The authors, working in Paris, present 8 cases of 
amenorrhoea occurring in women of about 30 years of 
age. The parity, results of clinical examination, and 
ketosteroid excretion-va'ues are given, and the history 
of the patients is presented in an attempt to find a 
common etiological factor. 

Most of the patients have a persistently low basal 
temperature and show varying degrees of genital 
atrophy and regression of the secondary sex characters. 
Their ketosteroid excretion is low and the therapeutic 
substitutive administration of gonadotrophins and sex 
hormones usually re-established menstruation which 
disappeared again on cessation of treatment. 

One feature, common to all the cases, is radiologi- 
cally demonstrable changes in the region of the 
pituitary fossa or in the skull. These changes are res- 
pectively: overgrowth and lengthening of the posterior 
clinoid process, erosion of the anterior clinoid process, 
roofing of the pituitary fossa by bone, excessive ob- 
liquity of the clivus, erosion in the region of the epi- 
physis, encroachment on the fossa itself by bony 
spicules, hydrocephalic digitation of the skull with 
prominence of the sutures, and finally specific osteitis 
of the skull in one case. 

Large doses of chorionic and of serum gonadotrophin 
are usually successful in the re-establishment of the 
menstrual flow, but in long-standing cases a preliminary 
course of oral oestrogen is sometimes indicated to pro- 
mote a preliminary hypertrophy of the uterine mucosa, 
which often shows complete absence of hormonal 
stimulation prior to the onset of treatment. Sometimes 
amenorrhoea returns in spite of this treatment, and 
then the administration of gonadotrophins, oestrogen, 
progesterone with or without small doses of androgens 
by mouth will be necessary. The success of treatment 
depends on the relative integrity of the uterus as a 
receptor organ. 

The possible mechanism of these disturbances is 
discussed : 

(1) Intracranial hypertension with reflex pituitary 
involvement such as might be due to hydrocephalus. 

(2) A localized lesion, disturbing the pituitary-tuber 
axis, possibly a lesion of the epiphysis. 

(3) Disorder of pituitary function. This affects solely 
the gonadotrophic activity of the gland because the 
patients presented no other metabolic disturbance. 
The X-ray findings would support this assumption and 
this theory also explains the success of substitutive 
treatment. Ferdinand Hillman 


1527. The Cervical Cap. An Adjunct in the Treat- 
ment of Male Infertility. 

By M. H. Gropy, D. W. Rosinson, and W. H. 
Masters. J. Amer. med. Ass., 149, 427-431, May 
31, 1952. 3 figs., 7 refs. 

A technique of artificial insemination is described 
in which the husband's ejaculate is retained in close 
approximation to the external cervical os by means of 
a plastic cap fitted over the cervix. The time of ovula- 
tion is first estimated by the daily examination of 
vaginal smears, a cervical cap is then fitted tightly over 


i> 
- 
ls 
24 
un of 
oll 
jee 
2 
= 
| 


the cervix and semen introduced into this through an 
hypodermic needle and left in situ for 16 hours 
Except in those cases where pregnancy occurred early 
in treatment this procedure was repeated twice at each 
ovulation, and carried out during not less than five 
menstrual cycles. In this way the therapy was extended 
in many cases over a period of longer: than one year 
All the couples complained of infertility of longer 
than 18 months standing and initial routine investiga- 
tions showed more than half of the husbands to have 
a sperm count of less than 60 millions/ml. (A level 
which is considered by most British authors to be 
compatible with normal fertility.) 

Pregnancy was established while under treatment in 
15 out of the entire group of 27 cases reported. 

T. Barns 


1528. Therapeutic Value of Salpingograms in 
Infertility. 

By W. C. Weir and D. R. Weir. Fertil. and Steril., 
2, 514-522, Nov.-Dec. 1951. 2 figs., 2 refs. 

From 216 consecutive cases attending the Infertility 
Clinic attached to the University of Cleveland 32 
couples were se'ected as showing no cause for their 
sterility on laboratory and clinical assessment and 
having had no previous treatment. Twenty-seven 
women had a salpingogram performed and 15 con- 
ceived within 7 ovulations of the procedure. From 
this the author concludes that there is a definite place 
for the salpingogram (with either iodochloro! o1 
lipiodol) in the therapy of sterility 

{The author does not think much of insufflation as 
a diagnostic or therapeutic measure but from his 
reasoning the conclusions are of doubtful value. It is 
probable that both procedures should be employed in 
these cases where there is no definite pathology in 
either partner to account for the sterility.] 

D. C. A. Bevis 


1529. The End-results in Primary Sterility. 

By S. Benper. Brit. med. J., 2, 409-413, Aug. 23, 
1952. 12 refs 

This paper, from the Department of Obstetrics and 
Gynaecology, University of Liverpool, evaluates the 
end-results of 700 consecutive traced cases of primary 
sterility seen between 1934 and February 1949. It 
includes cases refusing treatment, cases in which treat- 
ment prevents conception, e.g. hysterectomy, and cases 
advised against pregnancy, e.g., chroni¢ nephritis. The 
standard for primary sterility is the “ opportunity ™ for 
normal married life for at least 2 years. The author 
recommends one year as sufficient time to clapse before 
secking advice as in 714 primigravidae in the obstetric 
unit 77.4 per cent conceived within one year of first 
coitus 

Investigations include history, general clinical 
eXamination, repeated seminal analyses, testicular 
biopsy if necessary, cervica! dilatation, endometrial 
biopsy, tubal insufflation, hysterosalpingography, and 
basal temperature charts. Reconstructive operations 
number 9. The minimum follow-up is 3 years and the 
maximum 17 years, a number of pregnancies therefore 
may still occur, 
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The conception rate in 700 women is 46.3 per cent. 
Those under thirty have a higher conception rate 
during the year following cessation of treatment than 
those over 30. After one year the rates are almost 
equal. Genital tuberculosis occurs in 4 per cent of 
those sterile. 

Azoéspermia is found in 7.5 per cent of the 533 
husbands examined. A sperm density of 40 millions 
per ml. or above gives a conception rate of above 50 
per cent. With repeated counts below 10 millions per 
ml. the rate is 33 per cent. 

Of the 324 women who conceive 15 are already 
pregnant by the time of their first examination—a 
possible psychological effect of seeking advice. 24 
have no investigation or treatment and become preg- 
nant within a year and 115 fall more than a year 
after the last investigation or treatment. It is suggested 
therefore that at least half and probably more of the 
conceptions are unrelated to medical treatment, a point 
to be considered when observing any particular treat- 
ment. 

The abortion rate of 21.8 per cent among the 431 
pregnancies occurring in 313 of the 700 women is 
double that given for spontaneous abortion in Britain. 
This high rate is related to the previous inferti'ity 
rather than to the method of treatment. The incidence 
of ectopic pregnancy is increased from 0.3 per cent in 
general to 1.7 per cent in this series. Four congenital 
malformations are described among the 331 preg- 
nancies over 28 weeks’ maturity. This is similar to the 
general incidence and is compared with other ob- 
servers’ figures following irradiation of the ovaries. 
The possibility of a sterility-abortion-malformation 
sequence is discussed. D. W. Higson 


ANOMALIES OF THE 
REPRODUCTIVE ORGANS 


1530. The Diagnosis of Intersex. 

By D. L. Wittiams. Brit. med. J., 1, 1264-1270, 
June 14, 1952. 9 figs., 59 refs. 

In this article the author classifies the various types 
of intersexuality on the basis of the microscopic 
appearance of the gonads, the clinical material being 
provided by a review of the literature since the pub- 
lication of Young's classical monograph in 1937 and 
by the author’s own experience at the Hospital for 
Sick Children, Great Ormond Street, London. 

Under the heading of “intersex females”, two 
categories are described: (a) Those with adrenal hyper- 
plasia following a normal primary differentiation in 
the foetus, the adrenal overactivity having a virilizing 
effect. At birth there is a large phallus and a urethral 
orifice in the perineum. Urethroscopy will enable the 
vagina and cervix to be identified. Virilization con- 
tinues after birth, with acce’eration of growth. Many 
live happily as males, but if the correct diagnosis is 
made in childhood they should be brought up as 
females. Cortisone is reported to produce breast 
development, decrease of hirsuties, and cyclical bleed- 
ing, but it is yet to be discovered how long this im- 
provement can be expected to last when the treatment 
is discontinued. (b) Those without adrenal disorder 
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are, in the author's opinion, extremely rare, and most 
cases so labelled are probably cases of true herma- 
phroditism in which the presence of testicular tissue 
has been overlooked. 

Intersex males are subdivided into three types: (a) 
Those with feminine external genitalia and bodily 
habitus, in whom some breast enlargement occurs at 
puberty, although menstruation does not occur. The 
vagina ends blindly, and atrophic testicles, in which 
small tubular adenomata are common, are present 
either in the groins or in the abdominal cavity. No 
spermatogenesis is seen. The author has found that 
such individuals are happy as females, and tend to be 
psychologically asexual. No treatment has been found 
of any value, though orchidectomy may be necessary 
on account of pain., (6) Those with normal male ex- 
ternal genitalia and maie habitus, but with a feminine 
type of uterus, usually associated with one undescended 
testicle and an inguinal hernia. Hysterectomy is usually 
performed at the time of repairing the hernia. (c) 
Intersex males with external genitalia of equivocal 
sexuality form a heterogeneous group. In the simplest 
form there is extreme hypospadias, with bifid scrotum 
and undescended testicles. In some cases there is a 
vagina opening into the posterior urethra or externally. 
A uterus and Fallopian tubes are present, and the 
testes may be suspended from the broad ligament. 
The bodily characteristics are usually male, and 
cyclical uterine bleeding does not occur naturally, 
although it may be induced with stilboestrol, even 
without castration. Plastic surgery is advised when 
the condition is correctly diagnosed at birth or in 
infancy, and the patient is usually happy as a male. 
When the chi'd is brought up as a girl, however, 
adolescent masculinization may make a change of sex 
inevitable, or a female, but asexual, role may be main- 
tained. In other cases powerful feminine libido may 
develop which may be reduced by castration. The 
author advises against reversing an established sexual 
orientation, and considers that in doubtful cases the 
child should be brought up as a boy. 

True hermaphrodites have equivocal external geni- 
talia and unilateral or bilateral ovo-testes, one gonad 
sometimes being normal. In the author's experience 
Ovo-testes may descend into the scotum, but not 
gonads of pure ovarian tissue. A uterus is usually 
present, and a vagina nearly always, but parenthood 
has never been achieved by such individuals. A 
moderate phallus with perineal hypospadias is usual. 
The psychological orientation in these cases varies with 
the method of upbringing, tut is usually univalent. 
The diagnosis can be established on'y by gonadal 
biopsy, and the role the patient 1s advised to adopt 
should be that established by his or her own inclina- 
tions (when these are established). M. Halden Lloyd 


INFECTIONS OF THE 

REPRODUCTIVE ORGANS 

1531. Terramycin in the Treatment of Trichomonas 
Vaginalis Vaginitis. Report of 21 Cases. 

By H. J. Greene. Antibiot. and Chemother., 2, 
119-122, Mar. 1952. 1 ref. 
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The author describes the results obtained in 21 
patients with trichomonas vaginalis vaginitis, who 
were treated with terramycin vaginal suppositories, 
All were ambulatory private patients with typical 
vaginal discharge and discomfort associated with infec- 
tion from this organism. A wet vaginal smear showed 
Trichomonas vaginalis in each patient. 

Immediately after the diagnosis was made the vagina 
was cleansed with cotton applicators. The patient was 
instructed to insert one terramycin vaginal suppository 
each night after emptying the bladder and to continue 
this treatment for 7 nights. Douching and coitus were 
forbidden. Treatment, if necessary, was continued 
during the menstrual period. At the end of a week 
the residual melted suppository was cleansed from the 
vagina, revealing in cach case clean, healthy vaginal 
epithelium. 

Of the 21 cases, all were cured of immediate symp- 
toms in a week. Fourteen patients were followed up 
for more than 6 months without recurrence; 6 patients 
were followed up for a shorter time, also without 
recurrence; | patient had a recurrence within | week 
after cessation of therapy. A further period of treat- 
ment was given for 10 days with subsequent cure. 

To guard against recurrence, the patients were in- 
structed to insert the suppositories during the 3 
menstrual periods following the week’s therapy. No 
untoward effects, systemic or local, were noted in this 
small group of patients. C. J. Dewhurst 


1532. Streptomycin in Genital Tuberculosis of 
Female. Further Observations. 

By H. Serep, F. H. Fats, and B. P. Zummo. J. 
Amer. med. Ass., 148, 521-525, Feb. 16, 1952. 
3 refs. 


This paper includes a follow up report on 16 cases 
previously reported, and describes studies on a further 
24 cases. The outcome in early cases has been good, 
whilst streptomycin in advanced cases de ayed the pro- 
gress of the disease and produced occasi¢ tal remissions 
even in these patients. In this series 27 cases of genital 
tuberculosis were diagnosed pre-operatively, prepared 
with streptomycin, operated upon, and followed with 
post-operative streptomycin. The dosage generally 
found most satisfactory was | g. daily by intramuscular 
injections. The duration of treatment was governed by 
the general condition, extent of associated lesions, 
sensitivity of the organism to the drug, and, most 
important, renal function. The usual pre-operative 
course was 8 weeks, and at least 3 weeks post- 
operative. The long pre-operative preparation increased 
operabiliiy by reducing density and thickness of 
adhesions. Combination of streptomycin with P.A.S. 
inhibits development of bacterial resistance to the anti- 
biotic. The operative procedure of choice is a total 
hysterectomy and bilateral salpingo-odphorectomy. 
The best results were in those in whom therapy and 
operations were instituted early. Associated fibro or 
fibrocaseous pulmonary lesions were not benefited by 
surgical treatment of the pelvic pathology, even 
although the antibiotic was employed. Two deaths 
occurred in 27 surgical cases, these having far advanced 
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lesions. The most frequent pathology encountered at 
Operation was peritonitis, salpingitis, endometritis, 
oophoritis, in that order. The authors conclude that 
streptomycin is a most useful adjuvant to the accepted 
methods of treatment in genital tuberculosis. 

Patrick Steptoe 


1533. Endometrial Tuberculosis in Sterility. 


By A. Suarman. Fertil. Steril., 3, 144-166, Mar.- 
Apr. 1952. 11 figs., bibliography. 

The author gives a further report of a personal series 
of patients, now numbering 174, suffering from unsus- 
pected endometrial tuberculosis. Most of these women 
who were first seen at the Royal Samaritan Hospital, 
Glasgow, between 1935 and 1951, were complaining of 
primary infertility. Of nearly 3,000 infertility cases on 
whom endometrial biopsy was performed, 5.2 per cent 
were found with latent tubercu'osis; the large majority 
were in the 20 to 30 years age group and gave nothing 
in their medical history to suggest previous tuberculous 
infection. 

The histological diagnosis was confirmed by bio- 
logical test in only 12 cases and no routine examina- 
tion was made for doubly refractile material. Histo- 
logically the lesion is a miliary tuberculosis of the 
endometrium, the individual follic'es are scanty and 
chiefly confined to the superficial ‘ayers, particularly 
during the premenstrual phase of the cycle. By taking 
biopsies from different locations inside the uterus the 
author has demonstrated the irregular distribution of 
these lesions. The disease may appear with frank 
tubercle formation in one situation, whereas in another 
only a chronic cellular reaction may be found. Re- 
peated endometrial biopsy on the same patient may 
often therefore give inconsistent results, an important 
point to bear in mind when assessing the response of 
the endometrium to treatment 

In a smal! number of cases the author showed that 
following extensive curettage, even when combined 
with bilateral extirpation of the infected tubes, the 
lesion again reappears in the endometr:um after a short 
interval. In none of the cases in this series was there 
any palpable pelvic pathology. If a biopsy of the 
Fallopian tube was taken at laparotomy, however, it 
could be demonstrated that microscopically there was 
invariably a co-existing tuberculous salpingitis where- 
ever the endometrium was involved, thus confirming 
the view already held by most pathologists. It is the 
author's experience that tuberculosis is probably res- 
ponsible for not less than 25 per cent of cases of tubal 
occlusion found associated with primary sterility. In 
those patients who were followed up, the lesion 
remained active but did not appear to be progressive 
nor cause much general disturbance to health. They 
remain sterile, however, and may suffer from minor 
menstrual abnormalities 

Two patients of particular interest are reported; one 
in whom there was an associated carcinoma of the 
cervix, and one other in whom a histological diag- 
nosis of tuberculous endometritis had been followed 
by 2 tubercle-negative biopsies. This patient received 
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no treatment but was subsequently delivered of a 
child at term. This case would appear to be almost 
unique but for the fact that the original diagnosis was 
not confirmed by biological test and unfortunately, 
therefore, remains in doubt. 

This article is a re-statement of the author's former 
work in this field, and although it does not shed further 
light on the natural history of the condition, it adds 
important confirmation to what we a'ready know of 
this condition. T. Barns 


1534. The Relationship of Trichomonas Infesta- 
tions to False Diagnosis of Squamous Carcinoma of 
the Cervix. 

By E. Becutotp and N. B. ReicHer. Cancer, §, 
442-457, May 1952. 30 figs., 8 refs. 

The cytological examination of cervical smears by 
Papanicolaou’s method has proved of considerable 
value as an adjunct in the diagnosis of carcinoma in 
situ of the cervix but considerable difficulty, both in 
smears and biopsies, has arisen in distinguishing benign 
atypical from true neoplasia, especially in chronic 
infestation with trichomonas. False positive diagnoses 
have resulted, especially in women in their late 
twenties or early thirties. Since the changes due to 
trichomonas are reversible, repeated samples must be 
compared with the initia! sample and, where suspicion 
of a carcinoma occurs, endocervical curettings should 
always accompany cervical biopsies. 

The authors describe the changes produced in the 
cervical epithelium by the action of trichomonas and 
compare them with the changes that they consider are 
consistent with a diagnosis of carcinoma in situ. 
Twenty-six cases illustrating the various cytological 
and histological features, both reversible and irrever- 
sible, are included. In smears, the first changes due 
to trichomonas infections are found in the superficial 
cells; acidophi!ia is prominent, there is an increased 
brilliance of the staining reaction, and a distinct peri- 
nuclear halo appears. Then changes in the nucleus 
occur, including vesicular enlargement, irregularity in 
shape, moderate hyperchromatism, and alteration in 
the nuclear cytoplasmic ratio. A'l these changes have 
been considered criteria for establishing a diagnosis of 
carcinoma but they are all reversible on the institution 
of intensive anti-trichomonas therapy. In carcinoma, 
in the presence of trichomonas infection, there is 
anap'asia of the abnormal cells with deep hyper- 
chromatism and marked coarse irregular clumping of 
the chromatin. In biopsies of carcinoma in situ in the 
presence of trichomonas infections, the most important 
criteria for distinguishing the benign atypia caused by 
injury from true peoplasia are the so-called “ altera- 
‘ion in polarity ","where neoplastic cells disregard the 
natural laws governing the relationship of one epi- 
thelial cell to another, and the degree of anaplasia 
demonstrated throughout the epithelial layer, which 
starts from the germinal layer and works outwards. 
The atypical changes caused by trichomonas infec- 
tions show a tendency to prosoplasia and start in the 
outer portions of the epithelial layer and work 
inwards. A. Ackroyd 
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NEW GROWTHS OF THE 
REPRODUCTIVE ORGANS 

1535. Genital Carcinoma with Multiple Intra- and 
Extra-genital Sites. (Die intra- und extragenitale 
Tumormultiplizitat beim Genitalcarcinom.) 

By H. Huser. Z. Krebsforsch., 58, 103-162, 1951. 
Bibliography. 

Among 4,078 cases of carcinoma of the female 
genital tract, observed at the Gynaecological Clinic of 
Kiel University between 1922 and 1950, 199 (4.8 per 
cent) ere associated with a primary malignant epi- 
thelial neoplasm in some other organ. This high 
incidence of tumour-multiplicity is explained by the 
triple approach of investigation used by the author, 
namely necropsy-findings, painstaking histological 
examination of all the organs removed at operation, 
and careful follow-up studies. Only 1 per cent of all 
the 4,078 cases escaped the author's follow-up investi 
gation. 

In 63 out of the 199 cases of multiple primary car- 
cinomata, cancer of some genital organ (of the uterine 
cervix, 19 times, of the uterine body and the ovary, 13 
times each, of the vagina once, and of the vulva, 7 
times) was associated with some extra-genital primary 
cancer (22 of them of the breast, 12 of the stomach, 
14 of the intestinal and biliary tracts, 5 of the skin, 
and 10 of other organs). The development of most of 
the breast-tumours antedated that of the genital neo- 


plasm, while that of other extra-genital tumours 
usually followed that of the genital cancer. 
The remaining 136 cases of multiple tumours 


occurred within the genital tract. These cases of 
“systemic genital carcinoma” comprised 76 cases of 
bilateral ovarian tumours, and 22 cases of cancer of 
the endometrium combined with cancer of the ovary; 
only 10 cases of carcinoma of the uterine cervix (0.3 
per cent of all such cases) and only 4 cases of car- 
cinoma of the vulva and the vagina (1.8 and 1.2 per 
cent respectively of all such cases) were associated with 
other’ primary genital neoplasm. According to the 
author's theory, “ systemic genital carcinoma ™ affect- 
ing the ovaries and the endometrium constitutes a 
“ multicentric reaction ” to hormonal over-stimulation, 
while “irritation cancer” of the vulva, and possibly 
also that of the uterine cervix, being conditioned by 
lack rather than by over-action of hormones, has little 
tendency to be part of “ systemic carcinoma ”. 

[This thoughtful paper contains a wealth of statistical 
material, and is worth a detailed study in the original.} 

N. Alders 


1536. Small-volume Irradiation in Gynaecology. 
(Die gynakologische Kleinraumbestrahlung.) 

By R. K. Kerr. Z. Geburtsh. Gyndk., 135, 121 
149, 1951. 17 figs., bibliography. 

The term Kleinraumbestrahlung was coined by 
Martius to define a method of X-ray therapy devised 
by him for the treatment of cancer in the female pe'vis. 
This method follows the well-known radiotherapeutic 
principle of confining the radiation beam to the 
volume of tissue containing the tumour and endeavour- 
ing to avoid irradiation of adjacent normal structures. 
This is achieved in practice by means of a specially 
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constructed intracavitary X-ray tube, which is intro- 
duced into the vagina. A special feature of this X-ray 
tube, which is run at 60 or 100 kV, is the location of 
its target, which is situated at the end of a hollow 
tubular anode. The focus of the tube, therefore, lies 
in the depth of the vagina during treatment, and this 
produces the desired increase in the angle of diver- 
gence of the X-ray beam which makes it possible to 
administer an adequate dose to the side wall of the 
pelvis. By the use of angulated applicators into which 
filter caps of desired shape and thickness can be 
inserted it is possible both to aim the beam in any 
direction within the pelvis and accurately to control its 
cross-section, thus avoiding irradiation of adjacent 
vital healthy structures. 

The present paper contains a comprehensive review 
of cases treated in the Women’s Clinic of the Univer- 
sity of Géttingen over the past 20 years. The author 
endeavours [not without some success] to convince the 
reader of the superiority of the transvaginal method 
of X-ray therapy over external irradiation for a multi- 
plicity of malignant gynaecological conditions, includ- 
ing parametrial invasion by growth in cases of cervical 
and uterine cancer, deep paravaginal infiltration in 
patients with primary vaginal carcinoma, and deposits 
in the pouch of Douglas following primary ovarian 
tumours, as well as recurrences situated on the side 
wall of the pelvis. One advantage claimed for this 
method of treatment is the complete absence of 
untoward constitutional effects, which make it the 
treatment of choice in debilitated patients; it can even 
be used with impunity in the presence of high fever 
due to secondary infection of the tumour. 

Treatment by this method depends for success on the 
great tolerance of the vaginal mucosa to radiation. It 
is claimed that the vaginal wall is infinitely more 
resistant to radionecrosis than the external skin, and a 
total radiation dose, administered through a small field, 
up to 30,000 r at 60 kV is said to be tolerated by the 
vagina without evidence of permanent damage. Such 
a dose produces a transient intense erythema in most 
cases, and occasionally a superficial necrosis may 
supervene, but this will heal up, as a rule, within a few 
weeks. The incidence of radiation-induced fistulae, 
which for the early part of the period (1935-39) was 
9.8 per cent, has actua'ly been reduced to 1 per cent 
for the period 1940-42. This unfortunate complication 
is stated to be confined nowdays to cases with involve- 
ment of the recto-vaginal or vesico-vaginal septa, or to 
develop in patients who are re-treated for a recurrence 
after a previous course of radiotherapy. 

Primary carcinoma of the cervix is treated by a 
combination of radium therapy to the primary with 
transvaginal and external irradiation, which are em- 
ployed to supplement the dose to the paraimetria and 
side wall of the pelvis, proper allowance being made 
for overlap and summation of dose at the limits of the 
various radiations. 

When the transvaginal method is employed alone, a 
total tumour dose of 2,400 r at the side wall of the 
pelvis, administered in 12 equal doses of 200 r each, is 
considered to be the maximum permissible dose in 
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cases with an intact and previously unirradiated 
vaginal mucosa; the corresponding dose at the vaginal 
wall in these cases reaches a level of 30,000 r. This 
dose is naturally modified in patients where a com- 
bination of irradiation methods is used 

The results of treatment for the period 1926-44 are 
set Out in a table. The cure rates are subdivided into 
4 groups according to chronological order of treat- 
ment. The last period quoted concerns patients treated 
in 1943 and 1944 and shows an absolute cure rate of 
42.9 per cent. This figure is not due to any marked 
success in Stage | cases, which have relative cure rates 
of 48.6 per cent for patients treated by a combination 
of surgery and radiotherapy and 62.8 per cent for 
those treated by irradiation alone. Stage HII cases, on 
the other hand, show a relative cure rate of 36.5 per 
cent. [This is a remarkable achievement.] The cure 
rate for recurrent cases was 28.5 per cent for patients 
originally treated by surgery and 17.2 per cent for 
those previous!y irradiated [again a most creditable 
result] 

{It would seem that the transvaginal method of 
X-ray treatment is of greatest value in the more ad- 
vanced type of case with parametrial involvement, or 
in recurrent cases. The results claimed for the early 
group of cases are significantly worse than one is accus- 
tomed to expect for a corresponding group of cases 
treated by more conventional methods of radiotherapy, 
and most radiotherapists would hesitate to administer 
30,000 r to the vaginal wall in relatively early cases. 
The omission of a more detailed statement concerning 
the total number of patients treated and their distribu- 
tion in relation to stage of disease, as well as the 
incomplete presentation of technical details relating 
to field size, tumour dose, and fractionation, precludes 
a more critical evaluation of this method. Few radio- 
therapists, however, would consider a dose of 2,400 r 
idequate to deal effectively with sacral or thac lymph- 
node metastases, and still fewer would agree with the 
Statement that such metastases, if originating in a 
relatively radiosensitive type of carcinoma, may 
become even more radiosensitive after invading a 
lymph node. Jan G. de Winter 


153°. The Therapeutic Use of Radioactive Cobalt 
in the Form of Beads. (Strahlentherapeutische An- 
wendung von radioaktivem Kobalt in Form von 
Perlen.) 

By J. Becker and K. E. Scherer 
86. 540-547. 1052. 13 figs., 4 refs 

From the Czerny Hospital for Radiotherapy, Heidel- 
berg, a method of intracavitary irradiation employing 
threaded beads of radioactive cobalt is described. The 
beads have a diameter of 4 to 7 mm., and are available 
in activities of 2.5 me.. § me., and 7 me. Three main 
advantages are claimed for this method: (1) the beads 
can be introduced through even the smallest aperture; 
(2) they assume the shape of the cavity to be irradiated: 
(3) they fill homogeneously the entire volume of the 
eavily 
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The method has been employed chiefly for the treat 
ment of carcinoma of the corpus uteri. The beads, 
threaded on nylon string, are introduced into the 


uterine cavity through a tube inserted into the cervical 
canal. [The method is, in fact, a minor variation of 
Heyman’s “ packing method”™.} A similar method is 
used when treating vesical cancer in females. The 
string of beads in these cases may usefully contain a 
number of non-active spacing beads to give a homo- 
geneous radiation distribution throughout the b'adder 
cavity. An attempt is being made at present in cases 
of localized bladder lesions to guide the intravesical 
cobalt beads to the affected site and keep them there 
by means of a strong electromagnet applied to the 
body externally. 

For intracavitary irradiation of oesophageal tumours 
the following method is employed. The patient is 
made to swallow a lead bead to which a silk thread is 
attached. The bead reaches the large intestine within 
3 days. At this stage a metal ring approximate'y 4 mm. 
in diameter is attached to the silk thread, and a double 
nylon thread is passed through the ring, which is gradu- 
ally drawn into the stomach. One free end of the 
nylon thread is now tied to a string of the radioactive 
cobalt beads, and these are drawn into the correct posi- 
tion in the oesophagus under fluoroscopic control by 
pulling on the other free end of the nylon thread. The 
correct position of the beads in the oesophagus is 
maintained by strapping the double nylon thread to 
the cheek. For surface irradiation of benign and 
malignant cutaneous lesions the beads are embedded 
into pliable plastic material. In this way it is said to 
be possib'e to treat surface lesions of irregular outline, 
even if situated on a curved surface, with ease and 
accuracy. Jan G. de Winter 


1538. Hysterographically Visualized Radionecrosis 
following Intra-uterine Radiation of Cancer of the 
Corpus of the Uterus. [In English.] 

By O. Norman. Acta radiol., Stockh., 37, 96-102, 
Feb, 1952. 3 figs., 3 refs. 

Previous work by the same author (Acta radiol., 
Stockh., 1950, Suppl. 79) showed that, after radium 
treatment for cancer of the body of the uterus, 
hysterography revealed small bulges on the uterine 
walls. Since these appeared some weeks after treat- 
ment and tended to disappear gradually, they were 
tentatively attributed to radionecrosis. Confirmation 
of this theory in 3 patients subsequently subjected to 
hysterectomy is now reported. The protrusions seen in 
the follow-up hysterograms were found to consist of 
oedematous mucosa with a few necrotic areas covered 
by fibrin 

An analysis is made of 115 cases of cancer of the 
body. in 35 of which follow-up hysterograms showed 
the characteristic changes. The commonest site was in 
the region of the internal os; the lower half of the 
uterus was much more frequent!y affected than the 
upper. This finding was unexepected, as irradiation 
with multiple radium capsules by the Heyman tech- 
nique should give uniform distribution of radiation 
over the whole cavity. It is suggested that the cause 
may lie in the distension of the lower half of the uterus 
by the radium applicators; this increases the surface 
area exposed, and a uniform dose over the whole 
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uterine cavity would therefore give a relatively higher 
dose in the distended region. J. Walter 


1539. The Postoperative Prognosis in Cancer of the 
Body of the Uterus. (Prognostic du cancer du corps 
de l'utérus opéré.) 

By J. Quénu, C. Béctére and R. Sem. 
H6p. Paris, 28, 2219-2224, July 18, 1952. 

The authors have analyzed the late results in car- 
cinoma of the uterine body by studying 51 cases 
operated on between 1925 and 1947. Eighteen other 
cases were excluded owing to inconclusive patho!ogical 
evidence. All 51 patients survived operation; 70 per 
cent were alive 3 years after operation; 57 per cent 5 
years after and 41 per cent over 10 years. Of the last, 
the fact that the annual mortality was 14 per cent 
compared to the statistical expectation of 4 per cent 
at the ages of 70-80, would indicate the possibility of 
late metastases although this risk, after 5 years sur- 
vival, is not great. No information of signficance 
could be drawn in relation to heredity, environment, 
or pregnancy. Although their patients below a meno- 
pausal age did less well (43 per cent S-year survival 
rate) as compared with those after the menopause (61 
per cent), there was no evidence that age in itself is 
any influence in prognosis. Similarly, there was an 
impression that patients who suffered from other forms 
of cancer as well did badly. Of clinical findings only 
diminished mobility of the uterus seemed to be a proof 
of poor prognosis; curiously, enlargement of the uterus 
did not prove of significance. Rather paradoxical 
results were obtained in relation to the duration of 
symptoms prior to treatment, for only 50 per cent 
5-year survivals were obtained in patients with 
symptoms of 2-12 months existence, whereas 75 per 
cent survived with symptoms preceding for 1-9 years. 
Possibly the latter had less malignant tumours [or 
their symptoms may originally not have been due 
to the cancer]. Fortunately, there was no evidence 
that preoperative curetting made for a worse prog- 
nosis, as patients who had had biopsy performed 
lived for 5 years or more in 64 per cent of cases, 
whereas when it had not been done on'y 4 per cent 
lived the same period. 

Various types of hysterectomy were performed. 
The best end results were from total hysterectomy 
(61 per cent 5-year survival rate). Subtotal hyster- 
ectomy had poor results and is condemned roundly. 
Two Wertheim-type hysterectomies were done. 

Recurrence was in the vaginal vault, vaginal wall, 
and the pelvis in the majority of instances if it 
occurred. 

The histological prognosis was found to vary in 
relation to the invasion of myometrium. If this was 
gross the outlook was poor indeed. If less marked, 
it was stil! considerably lessened. Kenneth Bowes 


1540. Mesodermal Mixed Tumours of the Body of 
the Uterus. With a Report of Two Cases. 

By J. A. Harpy and V. MoraGues. Amer. J 
Obstet. Gvnec., 63, 307-316, Feb. 1952. 17 refs. 

These rare tumours, of which 116 have been 
described, arise from cells not normally present in 
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the uterus, and are distinctive in that they are of 
monodermal origin and composed of mesodermal 
elements, thus differing from true teratomas which 
are of tridermal origin. They resemble certain mixed 
tumours made up of mesodermal elements which 
have been described by Wilms as occurring in the 
kidney and elsewhere. They are in some respects 
similar to the mixed mesodermal tumours of the 
parotid gland and also to the botryoid tumours of 
mesodermal origin occurring in the cervix. They are 
often pedunculated and may protrude through the 
cervix. Microscopically, multiple sections must be 
studied. The picture is very pleomorphic, the most 
common components being connective tissue, which 
often shows sarcomatous changes, islands of cartilage, 
embryonal myoblasts with cross striations, smooth 
muscle, myxomatous tissue and glands like those of 
the endometrium, but all these elements are not found 
in every case. The authors discuss the histogenesis 
of the tumour and favour that of origin from the 
mesodermal cells which are probably derived from 
the Mullerian ducts. The chief symptom is vaginal 
bleeding, often with a foul discharge. Abdominal pain 
and pelvic discomfort are not always present and if 
they do occur are usually late. Diagnosis is necessary 
from cancer of the body of the uterus, myoma, sar- 
coma, and, in the infrequent cases that occur before 
the menopause, hydatidiform mole. The most frequent 
problem is the differential diagnosis from carcinoma of 
the corpus uteri. The clinical pictures are similar 
except for the rapidity of their course and mixed 
tumours are often of a size never attained by car- 
cinoma. Diagnosis must ultimately rest on histological 
evidence. 

The best treatment is probab'y radical pelvic 
surgery followed by X-ray therapy. Radiation alone 
is not satisfactory as the tumour does not seem to 
be radiosensitive. The prognosis is bad and few live 
more than 2 years after the appearance of symptoms 
no matter what treatment is adopted. F. J. Browne 


1541. A Study of the Incidence and Histogenesis of 
Endocervical Metaplasia and Intra-epithelial Car- 
cinoma. Observations on 400 Uteri Removed for 
Noncervical Disease. 

By L. Howarp, C. C. Ericxson, and L. D. 
SropparD. Cancer, 4, 1210-1223, Nov. 1951. 17 figs., 
40 refs. 

This is a preliminary study. Four hundred cervices 
removed for reasons other than pre-invasive or invasive 
carcinoma were examined microscopically. The num- 
ber of blocks taken from each cervix varied from 3 
to 12. Inflammation was found in 98 per cent of cases; 
intra-epithelial carcinonia in 3.5 per cent and meta- 
plasia with atypicalities in 1.8 per cent. 

It is concluded that the histogenesis of metaplasia 
and intra-epithelial carcinoma is similar, both con- 
ditions arising from the reserve cells of the endocervi- 
cal epithelium. Progressive stages in development are 
probably: reserve cell hyperplasia to metaplasia, then 
metaplasia with atypicalities to the fully developed 
intra-epithelial carcinoma. The features regarded as 
atypical are: variation in nuclear size; variation in 
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nuclear shape, a tendency to become spindle shaped; 
increase in chromatin content and increase in rate of 
cell division. All cases of metaplasia do not progress 
to intra-epithelial carcinoma, nor do all intra-epithelial 
carcinomas of the cervix develop through this histo- 
genic pattern 

Papanicolaou exfoliative cytological studies were 
done prior to the removal of the cervix in 5 of the 14 
cases of intra-epithelial carcinoma. Four were sus- 
picious of cancer and one was abnormal but not 
suggestive of cancer. In simi'ar studies of 3 cases 
of metaplasia with atypicalities, | was diagnosed as 
unequivocal carcinoma, 2 as abnormal but not sug- 
gestive of cancer 

{This is an important and beautifully illustrated 
paper] F. A. Langley 


1542. Radium Therapy for Cancer of the Cervix 
teri with a New Type of Colpostat. 

By S. M. Sitversrone, W. Harris, and M. GREEN- 
BERG. Amer. J. Roentgenol., 67, 294-299, Feb. 1952 
S figs., 3 refs 

At the Mount Sinai Hospital, New York, the radium 
therapy of carcinoma of the cervix uteri is carried out 
in 2 stages, the first of 90 hours with a 6-cm.-long 
intra-uterine tandem, followed by 96 hours’ treatment 
with a vaginal colpostat. The former gives an ex- 
posure of 3,600 mg.-hours and the latter 4,800 mg.- 
hours. The colpostat consists of two metal ovoids 
which hold the radium and which are attached by 
connecting rods to a locking pivot device. The separa- 
tion of the ovoids may be varied by the manipu'ation 
of two detachable handles and measured by a cali 
brated arc on the end of one handle 

Six points in the pelvis, each representative of an 
important anatomical location or structure, are 
described, and the doses at these points for various 
separations of the colpostat ovoids are stated. It is 
shown, for example, that as the separation of the 
ovoids 1s increased not only is there an improvement 
in the ratio of the dose at Point B (lateral para- 
metrium) to that at Point A (paracervical triangle), 
but there is also a reduction in the dosage to the 
bladder and rectum. The tolerance of vaginal mucosa 
is shown to be very high; but the tolerance to doses 
to the head and neck of the femur is so low that 
radium therapy cannot p'ay any significant role in 
injuries to that part W. J. Meredith 


1543. The Postoperative Recognition and Further 
Management of Unsuspected Cervical Carcinoma. 

By W. F. Finn. Amer. J. Obstet. Gynec., 63, 717 
729, Apr. 1952. 9 figs., 5 refs 

Twenty-one patients were found to have unsus- 
pected carcinoma of the cervix at the New York 
Hospital after pelvic operation during the last 5 years 
Of these 9 were in Stage O, 10 in Stage I, and there 
were 2 adenocarcinomas. In 12 of them the cervix 
had appeared normal before operation, 6 of these 
being Stage O, § Stage I, and | an adenocarcinoma; 
in the 4 others there was cervical trauma, the cor- 
responding numbers being 3, 5, and 1 respectively. 
In 16 the operations had included total hysterectomy, 
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in 4 vaginal hysterectomy, and in | amputation of 
the « Amongst the patients in whom total 
hysteres had been done there were 6 in Stage O, 
8 in Str and 2 adenocarcinomas. The amputated 
cervix isvealed a Stage O carcinoma, and the patients 
in whom vaginal hysterestomy had been done had 
Stage O cancer in 2 cases and Stage | in 2 cases. With 
regard to postoperative treatment following the dis- 
covery of the cancer, 7 were treated by irradiation, 
inc'uding 5 in Stage I and the 2 adenocarcinomas, 
while in the remainder nothing was done; 9 of these 
had Stage O cancer and 5 Stage I. 

Unsuspected carcinoma was detected post-opera- 
tively in about | per cent of the hysterectomies done 
at the hospital, 5 of them being associated with pro- 
lapse and, in the author's opinion the mere descent 
of the uterus should not deter us from being sus- 
picious of cancer and from taking smears and biopsies. 
In retrospect, he thinks that a!l the patients with 
Stage | cancer should have had irradiation therapy. 
All the 21 patients are, however, alive and without 
recurrence but the longest follow-up has been 4 years. 

F. J. Browne 


1544. Results of Radiotherapy (Curietherapy and 
Roentgentherapy) in 124 Epithelioma Cases of Stump 
of the Cervix, Treated from 1919 to 1944 at the Curie 
Foundation. 

By J. Baup. J. Fac. Radiol., 3, 203-206, Jan. 1952. 

This report from the Fondation Curie in Paris 
reviews 124 patients who developed carcinoma in the 
stump of the cervix out of 2688 patients with cervical 
carcinoma seen between 1919 and 1944. In these 124 
patients the uterus had been removed from | to 38 
years before for non-malignant disease. 

Ninety-eight of the patients were treated with local 
radium and external X-rays or teleradium; 15 with 
local radium alone; and 11 with external irradiation 
alone. Fifty-one patients (41 per cent) were alive and 
well from 6 to 22 years after treatment; 3 patients 
were living over § years with recurrence. 

Dr. Baud concludes that carcinoma of the cervical 
stump may be treated by the usual methods for 
carcinoma of the cervix with no change of prognosis 
resulting from the impossibility of introducing a 
radium sound into the cervical canal, and that they 
are cured in the same proportions as_ other 
epitheliomas of the cervix. D. Waldron Smithers 


1545. The Results of Radium and X-ray Therapy 
in 124 Cases of Epithelioma of the Residual Cervix 
Treated at the Curie Foundation from 1919 to 1944, 
(Les résultats de la radiothérapie (curiethérapie et 
roentgenthérapie) de 124 cas d'épithéliomas sur col 
restant traités dans les services de la Fondation Curie, 
de 1919 & 1944 inclus.) 

By J. Baup. Bull. Ass. franc. Cancer, 43, 100-104, 
19582. 

During the 26-year period from 1919-44 2,688 cases 
of epithelioma of the uterine cervix were treated at 
the Curie Foundation in Paris, of which 124 cases 
(4.6 per cent) were of epithelioma arising in the cervi- 
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cal stump after subtotal hysterectomy for some non- 
malignant condition. 

The distribution of cases according to the inter- 
national classification was as follows: Stage 1, 25 
cases (20 per cent); Stage II, 59 cases (47 per cent); 
Stage III, 33 cases (27 per cent); Stage IV, 7 cases 
(6 per cent). 

The treatment was identical to that used for cervi- 
cal epitheliomata of the intact uterus, that is: (1) 
radium application and pelvic irradiation by X-rays 
or by teleradium (98 cases); (2) radium application 
alone (15 cases); and (3) pelvic irradiation only (11 
cases). 

The results are given as follows: 51 patients re- 
mained symptomless 6 to 22 years after treatment; 
3 patients are still alive, but not cured, after more 
than 5 years (6, 7, and 9 years respectively}; 52 
patients died of the epithelioma within 6 to 24 months; 
15 patients developed local and pelvic recurrences, 
the survival period varying from 3 to 4$ years; 2 
patients have been lost sight of 3 years after treat- 
ment; and one patient died from _ intercurrent 
carcinoma of the stomach. 

The results are also analyzed according to the 
technique of treatment: (1) Radium application only: 
15 patients, in 9 of whom (3 Stage I, 2 Stage II, 4 
Stage III) it was impossible to introduce a cervical 
applicator and intravaginal application only was 
possible; 5 cures (patients symptom-free after 6 to 17 
years) were obtained. Of 6 other cases (all Stage I), 
in which a short radium applicator was introduced 
into the cervix, in 3 the patient was free from disease 
after 9 to 16 years. (2) Radium plus X-rays: 50 cases. 
In 43 cases the radium was applied intravaginally, 
and 20 of these patients were symptom'ess after 6 to 
20 years. In 7 cases radium was also applied to the 
cervix; 3 patients remained cured after 5 to 10 years. 
(3) Local radium therapy plus teleradium: 48 patients, 
of whom 20 were free of disease 6 to 22 years later. 
(4) X-rays alone: 6 cases. No cures were obtained. 
(5S) Teleradium alone: 5 cases. No cures. 

The author concludes with the following observa- 
tions: (1) Epitheliomata of the cervical stump do not 
differ in any respect from those arising in a non- 
operated uterus. (2) The technique of radiotherapy is 
identical in both. The impossibility of introducing 
intracervical applicators does not diminish the chance 
of cure. (3) The proportion of cures is similar to 
that obtained in epitheliomata of the cervix of the 
intact uterus. L. G. Capra 

1546. Surgical Treatment of Recurrent Carcinoma 
of the Cervix. 

By W. C. Keerer, E. S. Brintnatt, and J. H. 
RANDALL. J. Lancet, 72, 283-285, June 1952. 1 ref. 

This is a group of 32 patients with signs of recur- 
rence of cervica! cancer previously treated by radia- 
tion. Sixty per cent had recurred within a year, but 
3 were found 12, 16 and 17 years after initial treat- 
ment. In 2 of these the lesion was probably a new 
neoplasm rather than recurrence. Elaborate pre- 
operative preparation—cystoscopy, X-ray for meta- 


911 


stases, barium enemas and bowel preparation by 
sulphasuxidine--was undertaken. Eight were found at 
operation to be inoperable, 9 were treated by 
Wertheim hysterectomy (3 surviving over 2 years) and 
15 by radical viscerectomy (3 again surviving over 2 
years). The salvage rate of 18.7 per cent makes the 
authors feel justified in continuing surgical treatment 
in selected patients with proved recurrence. 
A. F. Anderson 


1547. Management of Carcinoma of the Uterine 
Cervix. 

By I. MacDonatp and L. W. Guiss. Calif. Med., 
76, 55-61, Feb. 1952. 2 figs., 7 refs. 

The authors observed 244 cases of carcinoma of 
the cervix occurring in private practice in Los Angeles 
1943-50. Of these 147 were available for S-year end 
results. 

They investigated diagnostic methods in the detec- 
tion of pre-invasive carcinoma of the cervix and 
found that, when 4 biopsies were taken instead of 
1, the frequency of diagnosis was increased from 0.33 
per cent of all women with gynacological lesions to 
7 per cent. In pre-invasive carcinoma they performed 
total hysterectomy with preservation of the adnexa 
in younger women. 

The authors do not consider that surgical treat- 
ment for invasive carcinoma can be thorough enough 
without removal of a section of the ureters and part 
of the bladder. 

In 147 cases treated by irradiation, they obtained 
5-year cures in 85 per cent of Stage I, 65 per cent of 
Stage II and an over-all Stage I to IV result of 51 
per cent. The radiation they employed consisted of 
high voltage X-ray treatment from a 200 kV unit in 
a total dose, measured in air, of 1,800 to 2,600 r to 
each of 4 pelvic portals over 34 to 4 weeks. This 
was followed by intra-uterine and intravaginal radium 
therapy in | to 3 sessions using 2 treatments 7 to 10 
days apart with a total dosage of 4,000-7,500 
milligram—hours. 

They consider that surgery is on!y indicated in 
carcinoma of the cervix where, after radiation therapy 
there is residual metastatic carcinoma of the pelvic 
lymph nodes, when bilateral block dissection of the 
pelvic lymph bearing tissues is performed. Also 
when the tumour proves to be radio-resistant 6 weeks 
after irradiation, they perform radical pan-hyster- 
ectomy. 

Recently they have employed pelvic evisceration in 
se'ected cases with abdomino-perineal resection of 
the uterus, bladder and rectum, pelvic node dissection, 
and transplantation of the ureters. 

Elaine M. Sunderland 


1548. Granulosa- and Theca-Cell Ovarian Tumors: 


By A. W. Dippie. Cancer, §, 215-228, 1952. 


Bibliography. 
The recorded case notes of 926 patients with 
granulosa-cell and 263 patients with theca-cell ovarian 
tumours were collected, 


In addition 5 cases of 
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granulosa-cell tumour and | case of theca-cell 
tumour, hitherto unrecorded, were reviewed. The 
ratio of granulosa cell tumours to the theca ce'l 
variety was 4 1. The youngest patient with a 
thecoma was 16 and the oldest 92 years of age. The 
corresponding ages for granulosa cell tumours were 
14 weeks and 80 years. Uterine bleeding was the 
usual complaint associated with these tumours, and 
appeared as menorrhagia or menometrorrhagia. Post 
menopausal bleeding was seldom regular. Bleeding 
often represented a withdrawal phenomenon secondary 
to necrosis haemorrhage, or other degenerative change 
within the tumour. A few women had hirsuties, some- 
times associated with an increase in libido and an 
enlarged clitoris. The masculinizing picture tends to 
support the opinion that some feminizing neop'asms 
are not far removed from male testicular tumours 
Ihe tumours varied in size from microscopic dimen- 
sions to masses weighing more than 30 pounds. More 
than 2 per cent of women with feminizing neoplasms 
had intraperitoneal haemorrhage. Of these more than 
one fifth had either a fatal haemorrhage or enough 
intra-abdominal bleeding to require surgical inter 
vention. Most of the tumours were unilateral but 62 
women had initially bilateral neoplasms. Bilateral 
involvement was about 4 times as common with granu- 
losa as theca-cell tumours. Seventy-three women had 
adenocarcinoma of the endometrium in association 
with a feminizing ovarian tumour. Endometrial car- 
cinoma was present in 36 patients with theca-cell 
tumour as opposed to 32 women with granulosa-cell 
tumour. In § instances the variety of tumour was 
not given. Eighty-three patients had ascites, and 
nearly | in & of these had hydrothorax. Malignant 
feminizing tumour spread by direct extension or 
through the regional lymphatics. Extensions to bowel. 
peritoneum, other genitalia, broad ligament, and 
abdominal scar were noted at laparotomy. These 
neoplasms are more often malignant than was formerly 
believed. Theca appear to be relatively benign as 
compared with granulosa-cell tumours. More than 
90 per cent of 38 traced women with bilateral 
feminizing tumours died or had recurrences, while 
only 25 per cent of women with a unilateral tumour 
died. A woman may have a feminizing tumour re- 
moved, become pregnant and still have a_ fatal 
recurrence later L. A. Cruttenden 


1549. Homologous Ovarian and Testicular Tumors. 

By A. A. Marcuetri and L. G. Lewis. Amer, J 
Obstet. Gynec., 63, 294-306, Feb. 1952 10 figs.. 
10 refs 

This paper is mainly a critical assessment of the 
view of Gunnar Teilum regarding homologous ovarian 
and testicular tumours. Investigation of the histo- 
genesis of the ovary and testis shows that there are 
in both of them homologous clements. The gonad 
primordium has the same structure in both sexes 
Although the sex is probably determined at the time 
of fertilization, the indifferent phase in the human 
embryo is believed to last up to the 6th week. All 
tumours whose histogenesis can be traced back to this 
indifferent period are of germ cell origin, essentially 
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malignant, potentially teratoid, and should be homo- 
logous in testis and ovary, and Teilum initiated the 
concept that the tumours of germ-cell origin have 
identical counterparts in both these organs. Dysger- 
minoma of the ovary and seminoma of the testis are 
the best illustrations of this, arising as they do from 
the undifferentiated cells of the indifferent stage of 
gonadal development. 

Tumours of germ cell origin may differentiate into 
ectoderm, mesoderm, or entoderm, thus forming 
neoplasms of mature adult structure without contain- 
ing any immature embryonal or trophoblastic tissues. 
Such tumours are relatively benign. The terato-car- 
cinoma is a mixed teratoid tumour consisting of either 
mature or immature somatic tissue with elements of 
undifferentiated carcinoma, and in most instances 
chorio carcinoma. The authors believe that Schiller’s 
mesonephroma belongs to this group as they found 
trophoblast tissue consistently present. Teilum, on the 
other hand named it a mesoblastoma, as he believed 
that he had identified in it tissues of extra embryonic 
mesoblastic origin. A positive Aschheim-Zondek re- 
action is important in supporting the diagnosis of 
such a tumour, though a negative reaction does not 
exclude it. Chorionepithelioma, though not uncom- 
mon in the testis, is extremely rare in the ovary. It 
is believed to be of teratomatous origin and homolo- 
gous in both organs. Ovarian arrhenoblastoma arises 
from the male directed cells that have been carried 
over into the ovary from an earlier stage of gonadal 
development. Teilum’s thesis implies that every 
ovarian tumour with a testicular anlage must have 
an identical one in the testis and to the group he 
applies the term “ androb'astoma ”, the homologue of 
the arrhenoblastoma or androblastoma of the ovary 
being the interstitial cell tumour of the testis. Both 
these contain 2 types of cell, the sustentacular or 
Sertoli cells which are oestrogen producing, and 
interstitial or Leydig cells which produce androgens 
and are virilizing. The arrhenoblastoma in Teilum’'s 
view may exhibit no endocrine effect on the host, 
whether male or female, or it may be feminizing or 
virilizing, the effect depending on whether the tumour 
is composed exclusively or predominantly of Sertoli 
or Leydig cells. This conceptior » ould explain why 
the most differentiated or tubui:: type of arrheno- 
blastoma—the Picks tumour “folliculome lipi- 
dique”, has no virilizing effect and may even be 
feminizing. as occurred in a testicular tumour des- 
cribed by Teilum, and as has been reported in a few 
cases in women where it apparently caused menor- 
rhagia. The Leydig-cell tumours on the contrary 
produce androgens and are virilizing. Teilum, assum- 
ing that all virilizing ovarian tumours are identical 
with the lipid-laden interstitial-cell tumours of the 
testis, classes adrenal rest tumours and _ virilizing 
“luteomas as androgen-producing androblastomas. 
With this the authors are not in agreement as they 
consider the “ luteoma ™ to be of adrenal origin. 


The authors believe with Teilum that homologous 
ovarian and testicular tumours are a reality, but re- 
gard as unconvincing his conclusion based on a study 
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of 1 case—the above mentioned feminizing testicular 
tumour—that oestrogen producing Sertoli-cell tumours 
the androblastoma tubulare lipoides, among which he 
includes the tubular adenoma of Pick and the folli- 
culome lipidique, are homologous, and represent the 
type which he calls feminizing androblastomas 
Because of the sequence of events in gonadogenesis 
it is he'd that feminizing mesenchymomas, including 
yranulosa-cell tumours, have no homologues in the 
testis. Although Teilum’s concept for the classifica- 
tion of the androblastoma series is thought provoking, 
much remains to be settled before they can be com- 
pletely accepted. F. J. Browne 


1550. Late Results of Treatment of Ovarian Malig- 
nancies. 

By C. L. Ranpatt and D. W. Hatt. Amer. J. 
Obstet. Gynec., 63, 497-510, Mar. 1952. 28 refs. 

Among II! cases of primary carcinoma of the 
ovary treated during 1936 to 1942, only 16 women, 
or 14.4 per cent, survived more than 5 years. Of those 
who survived more than 5 years, 70 per cent are known 
to have died of recurrence. 

Among 1,112 ovarian neoplasms removed there 
were 14 granulosa-cell tumours, an incidence of 1.2 
per cent. Of these, 10 patients have been followed 
for more than 5 years of whom 4 are living, one of 
them 10 years after operation. There were 6 Brenner 
tumours and, of the 5 patients followed up for more 
than 5 years, all were well at periods ranging from 
6 to 8 years after removal. Of 6 patients with dysger- 
minoma only 2 were alive and well after 5 years. 
Both had married since their tumours were removed 
and one, not irradiated, had delivered at term. In 
each of these the pelvis seemed free of neoplasm except 
for the involved ovary and only the one ovary was 
removed. “At least in such limited experience there 
seems little evidence that a more radical treatment 
would be worth whi'e. Perhaps normal life may as 
well continue for these girls for as long a time as 
the neoplasm will permit, without making their re- 
maining years miserable by extensive surgery and 
irradiation which may still miss unappreciable foci 
of tumour.” One of the 2 surviving patients, however, 
did have radiatior, the other aid not. The review 
reveals ovarian mafignancies as a whole as “a major 
and wholly unsolved problem ”. F. J. Browne 


1551. End-results in the Treatment of Ovarian 
Carcinoma with Surgery and Deep X-ray Irradiation. 

By H. E. Scumirz and J. T. Masewskt. Radiology, 
57, 820-825, Dec. 1951. 25 refs. 

An analysis is presented of 143 cases of primary 
malignant ovarian tumours. The insidious onset of 
these tumours is discussed and severa! tables show 
the age incidence, percentage variation in cardinal 
symptoms, duration before medical advice was sought, 
and interval between medical examination and the 
establishment of the diagnosis. The authors emphasize 
that there is no characteristic early symptom or sign, 
and that, though 65 per cent of this series presented 
a diagnostic abdominal swelling or palpable mass, 
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the disease by this time has usually reached the peri- 
toneum and omentum. The need for routine pelvic 
examinations at “frequent” intervals is stressed. 

The cases are described in 5 groups ranging from 
the completely operable (1), to the inoperable terminal 
case (V). After extirpating “as much diseased tissue 
as possib'e ’, including the entire uterus, both ovaries 
and adnexa and also the omentum, post-operative 
“intense” X-ray therapy is given “to the entire 
pelvis”. X-rays are generated at 800 kV. with a half 
value layer of 3.0 mm. Cu. The number of fields “ is 
regulated by the measurements of the patient”, and 
daily doses of 250 r or 300 r are administered with the 
intention of reaching a total tumour dose of 4500 r 
or 5000 r. [Volumes irradiated and field sizes employed 
are not stated. Doses are presumably “air” doses, 
but over-all time is not stated—(?) 5000 /250=20 days, 
approximately.] 

The 5-year survival rate for the whole group was 
20.28 per cent, but if only those cases are considered 
where the gross disease was apparently comp’etely 
excised, the authors claim a survival rate of about 
50 per cent. E. C. Easson 


1552. Observations on the Surgical Pathology, 
Selective Lymphadenectomy, and Classification of 
Endometrial Adenocarcinoma, 

By C. T. Javert and K. HorfaMMANN. Cancer, §, 
485-498, May 1952. 11 figs., 16 refs. 

The authors have studied the underlying surgical 
pathology and spread of endometrial carcinoma as 
determined by clinical, operative, laboratory, and 
necropsy investigations in 280 cases at the Women's 
Clinic, New York Hospital. They propose the follow- 
ing classification of endometrial carcinoma with sub- 
stages for further assessment of the ultimate prognosis 
Stage O: Primary 'esion limited to the endometrium. 
Stage |: Myometrial invasion only. 

Stage II: Direct invasion to internal and external 
genital organs 

Stage III: Lymph node metastasis. 

Stage IV: Haematogenous metastasis including spread 
to extra-genital pelvic organs. 

Ihe lymph node metastases were studied by selective 

lymphadenectomy in 29 of the patients; 14 had 

metastases and, of these, 11 had died in less than 3 

years. The location of the primary lesion and the 

node enlargement governed the selection of the pelvic 

or aortic nodes studied. They occurred more frequently 

than ovarian metastases. Vaginal vault metastases 

occurred more frequently in patients given pre- 

operative radium. 

Follow up of these cases has shown the develop- 
ment of additional spread in 39 patients, which may 
indicate either an overall error of 13 per cent in the 
original staging or a progression of the primary 
cancer. A. Ackroyd 

1553. Fever in Endometriosis. 

By I. Forman. Amer. J. Obstet. Gynec., 63, 634 
639, Mar. 1952. 9 refs. 

Holmes (Amer. J. Obstet. Gynec., 43, 255 ,1942) 
reported 80 cases of endometriosis of which 7 had a 
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temperature elevation and leucocytosis. In the present 
paper 5 such cases are reported in 3 of which the 
diagnosis of endometriosis was confirmed by lapar- 
otomy. The pyrexia in all cases occurred in the 
afternoon and the highest temperature recorded was 
100.8°F. in the mouth. Other possible causes of 
pyrexia such as tuberculous salpingitis or pyelitis 
seem to have been exc'uded 
The mechanism by which the fever is provoked is 
not clear. In none of the cases was there enough 
old blood either in the peritoneum or in the cystic 
ovarian masses to explain it. “It is possible, how- 
ever, that tissue reaction induced by the ectopic 
endometrium may produce pyrexia in certain sensitive 
individuals.” The author concludes that pelvic pain 
and fever do not necessarily mean pelvic inflammatory 
disease: they may be due to pelvic endometriosis. 
F. J. Browne 


1554. Endometriosis of the Vermiform Appendix. 
By C. E. Surron and J. A. Harpy. Amer. J. Obstet. 
Gynec., 63, 1139-1142, May 1952. 1 fig., 4 refs. 
The authors report 15 cases of endometriosis of 
the vermiform appendix. In 2 cases there were gastro- 
intestinal symptoms simulating acute appendicitis and 
in both these the endometriosis was in the muscular 
coat. In 13 cases there were no gastro-intestinal 
symptoms, but 7 had menorrhagia, 5 had dysmenor- 
rhoea, 5 had low backache, and 4 had abdominal 
pain. In all these the endometriosis was situated in 
the subserosa! tissue, the muscularis being unaffected. 
It is suggested that acute appendicitis is only simu- 
lated when the disease affects the muscularis and 
that in all cases when surgery is undertaken for 
pelvic endometriosis the appendix should be removed. 
F. J. Browne 


OPERATIONS 


1555. Hypotensive Anesthesia in Radical Pelvic 
and Abdominal Surgery. 

By C. P. Boyan and A. BrunscuwiG. Surgery, 31, 
829-838, June 1952. 2 figs., 10 refs. 

Hypotension in surgical shock is due to reduction 
in the circulating blood volume and is accompanied 
by vasoconstriction, the latter being a compensating 
mechanism. If the hypotension is not corrected by 
increase in blood volume tissue anoxia results, which 
eventually leads to irreversible cel! damage. Hypo- 
tension in the presence of normal blood volume is 
not dangerous if it is not too prolonged. Penta- and 
hexamethonium halides, because of their ganglion- 
blocking properties, have been used to produce 
arteriolar dilation and hypotension. “ Controlled 
circulation” has been employed in fenestration and 
other operations 

Ihe present authors describe 32 cases in which con- 
trolled hypotension was induced under anaesthesia for 
extensive abdomina! and pelvic surgery. Premedication 
of the patient was followed by thiopentone administra- 
tion and intubation under p-tubocurarine chloride 
Hexamethonium bromide was then given (20 to 40 mg 
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if the fall in blood-pressure was not more than 20 mm. 
Hg, and 15 to 20 mg. if the fall was more than this). 
The patient was placed in a 30-degree Trendelenburg 
position, In 3 to 5 minutes the blood-pressure usual’ y 
fell to a level of 50 to 70 mm. Hg; if, however, the 
pressure did not fall, additional doses of not more than 
20 mg. were given at S-minute interva's until the 
desired level was reached. The patients remained pink 
and warm, but sometimes assisted respiration was 
necessary. The blood loss was estimated and replaced. 
After 30 to 60 minutes, further doses were required in 
some cases. Before the abdomen was closed 10 mg. of 
“ neosynephrine”™ in 500 ml. of 5 per cent glucose 
restored the pressure almost to normal. The authors 
point out that the blood-pressure must be taken fre- 
quently during recovery and neosynephrine given by 
drip infusion if needed. 

Anaesthesia was satisfactory in all the cases. The 
pulse rate did not change significantly and electro- 
cardiograms showed no more alteration than is usual 
in such operations. Recovery time was not prolonged 
and the incidence of vomiting appeared to be less. 
Postoperative haemorrhage was not troublesome. 
Minimal pulmonary atelectasis developed in 5 patients 
and pneumonia in 1. Most of the patients had trans- 
fusions during operation. 

The authors emphasize that oxygenation and blood 
loss must be carefully watched during this type of 
anaesthesia. The operations appeared to be appre- 
ciably facilitated and the blood loss to be reduced. 

W. Stanley Sykes 


1556. Suppurative Pelvic Thrombophlebitis. IV. 
Results. A Study of 70 patients Treated by Ligation 
of the Inferior Vena Cava and Ovarian Vessels. 

By C. G. Couns et al. Surgery, 31, 528-537, Apr. 
1952. 5 figs., 14 refs. 

Previous publications by these authors have dealt 
with the pathology, clinical details of pelvic throm- 
bophlebitis, and the technique of ligature of the in- 
ferior vena cava and ovarian veins. Seventy cases 
have been reported. 

The present paper describes the results of the opera- 
tion and the prognosis which can be expected after- 
wards. The patients selected for operation were all 
seriously ill who had not responded to treatment 
by antibiotics or chemotherapy. The outlook for 
many, if not all, was hopeless at the time of the 
decision to tie the veins. Of the 70 patients, 8 died (11 
per cent). Half of the dea’hs occurred within 21 days 
of admission to hospital, not only due to the severity 
of the illness but because ligature had been delayed 
too long. Only 1 patient died immediately after the 
operation. 

In addition to these deaths 4 patients died in sub- 
sequent years from causes unrelated to the disease or 
operation. After ligature of the vena cava and ovarian 
veins the collateral circulation is by way of the verte- 
bral, lumbar, azygos, and portal systems. There was 
little or no development of the haemorrhoidal p'exus 
or superficial veins of the abdominal wall. Laparo- 
tomy, performed from 2 months to 6 years after 
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ligation, found no dilation of the epigastric or retro- 
peritoneal veins, nor was capillary bleeding increased 
beyond the normal. 

It is remarkable that these women were so little 
troubled by oedema of the legs. The immediate 
reaction to the ligature varies from nothing to a mild 
oedema which appears from 2 to 10 days and lasts 
from “a few weeks to a few months”. But “in a 
few instances” oedema involved the whole of both 
legs and thighs. Forty-eight patients have had no 
oedema at any time, and only 6 have had swelling of 
foot and lower half of the leg after getting about. The 
occurrence of oedema seems to have no relation to the 
venous pressure in the veins of the lower limbs. In 
some, oedema was pronounced or moderate where 
venous pressure was low, while others, with high pres- 
sures, had no oedema, and yet other patients lost the 
initial swelling even though a high venous pressure 
persisted. An unselected group was examined after 
injection of a radioactive isotope into veins of the 
foot. While the rate of return from the foot to the 
heart was variable, the times all fell within normal 
limits. 

The authors attribute freedom from “ severe post- 
operation complication in the legs” to lumbar sym- 
pathectomy at the time of the ligature of the vena 
cava, by which arterial and venous spasm is reduced 
or abolished. One case is described where a thrombus 
extended from the right ovarian vein into the cava, 
“ cephalad ”, past the entry of the right and left renal 
veins. The thrombus was “ milked”, “ caudad ”, and 
the ovarian vein and 2 cm. of the cava were resected. 
Recovery was immediate and uncomplicated. 

The operation has not been followed, in any case, 
by increased congestive menstruation, nor have any 
varicosities, discoloration or oedema of the vulva, 
vagina or cervix been seen. 

When we remember the gravity of septic thrombo- 
phlebit's following abortion.or labour, the almost cer- 
tain risk of pyaemia or pulmonary embolism and the 
inability of antibiotics to kill infection buried in a 
thrombus, the results of early ligature of the vena cava 
and ovarian veins, as described by the authors, are a 
testimony to the life-saving value of this operation. 

Aleck Bourne 


1557. Culdoscopy. 

By A. Decker. Amer. J. Obstet. Gynec., 63, 654—- 
659, Mar. 1952. 

This is a procedure of visualization of the pelvic 
organs by means of a telescopic optical instrument 
passed through the punctured posterior fornix while 
the patient is in the knee-chest position. When the 
vaginal introitus is opened, the vagina distends, and 
the vaginal septum becomes so taut and thinned out 
that it may be readily punctured with a large trocar 
and with very little discomfort to the patient. The 
knee-chest position causes the intestines to fall out of 
the pelvis so that they escape trauma at the time of 
puncture and do not obscure the field of vision. 

The author has used the method more than 1,500 
time in office, ward and operating theatre. Many sur- 
geons have been hesitant to use it in suspected tubal 
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pregnancy and endometriosis, but the author has had 
no unfavourable consequences in doing so. It is not 
used to confirm the obvious. A large fixed mass in the 
cul-de-sac will not permit complete puncture. Rup- 
tured tubal pregnancy, when typical, does not usually 
require puncture for confirmation. Fixation of the 
rectum or sigmoid to the posterior surface of the 
uterus, cervix, or vagina is nearly always discernible 
by palpation. Such immobilization of the posterior 
fornix is immediately disclosed when the vagina is 
inspected in the knee-chest position. Distension of the 
vaginal vault does not occur in these conditions and 
puncture is not attempted. When inspection of the 
vaginal vault in knee-chest position reveals character- 
istic distension and stretching of the posterior septum, 
not disturbed by manipulation of the cervix, puncture 
may be safely performed in the presence of extensive 
pelvic pathology. Using only a local anaesthetic wheal 
and demerol premedication the taut-stretched septum 
permits puncture with one thrust of the trocar. 

When the pelvis is normal, with normal uterus and 
ovaries, complete detailed observation is nearly always 
possible. The location, size, and colour of small 
ovarian cysts and pelvic tumours are discernible. Peri- 
toneal or intestinal tuberculosis, blood clots, adhesions, 
disturbed fixed fimbriae, adherent fixed tubes, tubal 
rupture, and the blebs, cysts, and scars of endometriosis 
have all been observed. During examination it is pos- 
sible to aspirate free or encysted fluid from the pelvis, 
and when the pathology is favourably located, to 
remove tissue for biopsy. In some cases of unexplained 
sterility it has been possible to determine the exact 
condition of the uterus, tubes, and ovaries. Observa- 
tions have been made during insufflation by Rubin's 
technique, but with pressure up to 350 mm. of mercury, 
and tubal release has been accomplished by the high 
pressure and manipulation when insufflation alone had 
failed. Of 19 cases of tubal pregnancy diagnosis was 
made by culdoscopy in 14, by observation and expec- 
tancy in 2, and by surgical exploration in 3. Of § 
other cases erroneously diagnosed, surgical explora- 
tion accounted for 4 and culdoscopy for 1. In 31 cases 
tubal pregnancy was excluded by culdoscopy, usually 
after several days of observation, and thus permitted 
earlier termination of hospitalization. The author 
believes the method to be safe. The technique is 
simple and easily acquired. The procedure can be 
completed in a few moments and it need not require 
operating room facilities. In his hands successful punc- 
ture and telescopic examination were possible in 98 
per cent of examinations attempted. F. J. Browne 


1558. Exploratory Culdotomy for Observation of 
Tubo-Ovarian Physiology at Ovulation Time. 

By J. B. Doyte. Fertil. and Steril., 2, 474-486, 
Nov.-Dec. 1951. 4 figs., 13 refs. 


Doyle describes this technique for direct visual 
examination of tubes and ovaries, which he has em- 
ployed in 7 cases at the Tufts Medical School, Boston, 
and gives the following findings: 

1. In 2 cases, Graafian follicles were observed at the 
moment of rupture at 36 hours subsequent to the 
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lowest point on the temperature chart on day 10 and 
day 14. Two early corpora lutea and 3 atretic rup- 
tured follicles were also studied 

2. The rent in the follicle was smaller and the rate 
of escape of follicular fluid was slower from the 
follicle which had the denser ovarian tunica 

3. The formation of a corpus haemorrhagicum clot 
was seen 15 to 30 minutes after rupture in both his 
cases, This observation may explain the failure of ova 
to leave the follicle and also the infrequency of 
ovarian pregnancy 

4. The tubal hypersecretion and the liquor fo'liculi 
form a cul-de-sac pool into which the ovum probably 
migrates by flotation 

5. Tubal peristalsis origit.utes at the hyperaemic 
fimbrial orifices which le in the cul-de-sac after the 
tubes have elongated at the ovulatory phase of the 
cycle 

6. Tubal peristalsis occurs at a rate of 6 to 7 con- 
tractions per minute at the time of follicle rupture and 
increases to 10 to 12 per minute after 36 to 48 hours 

The author, in conclusion, suggests that ovum migra- 
tion may be a process of simple flotation with the 
follicular fluid into the cul-de-sac pool of tubal fluid 
ind) peritoneal transudate. Either tubal ampulla 
dipping down, siphons the fluid by simple peristaltic 
contractions originating at the region of the fimbrial 
orifice. Since both tubal orifices may dip into the pool, 
the migration of the ovum from one ovary to the 
opposite tube is readily explained by such a 
mechanism 

The egress of the ovum from the follicle may 
depend upon its proximity to the point of rupture of 
the follicle as well as upon the size of the orice tn 
the follicle at the time of rupture. If the ovum does 
not succeed in floating out with the first burst of 
liquor follicult, or if the Iquor follic mply exudes 
from a tiny orifice, it is understandab'e that the ovum 
may easily be trapped in the follicle. This ts even 
more pr »bable in those instances where there 1s con- 
siderable haemorrhage into the follicle with prompt 
clot formation at the orifice through which the ovum 
must escape 

The culdotomy approach offe: ypportunity for 
biopsy study of the response of ovary to stimu- 
lation by nadotropic hormo ind) radiation 
Simultaneous tubal insufflation during culdotomy may 
be supplemented by lys of tubal adhesions from 
omentum and from the other pelvic viscera 

Donald Beaton 


1559 Plastic Unification of Double Uterus. 
By E. O. SrrassmMaAn ner. J. Obstet. Gynec., 
y 1982 yf efs 
Phe author reviews the literature, where he finds 128 
cases reported, and he ecent cases of his own, 
The first ope of I ned by Paul Strassman., 
the auth« a r, in 1907, and subsequently he per 
wmed the operation in 16 cases. It should only 
be don ’ vere 18 definite indication, the chief 
erg habitus tion: others are dysmenorrhoea, 
denlity, menometr hagia, and premature deliveries 


three rules have to be adhered to before a unification 


is decided on. (1) A uterosalpingogram should be done 
to determine the size and position of the semi-uteri 
and the cervices. In cases of sterility the patency of 
| tube must be assured. (2) An intravenous urogram 
and in doubtful or abnormal cases retrograde uro- 
graphy and colour secretion tests are absolutely neces- 
sary, especially in view of the frequency of urinary 
tract abnormalities. (3) The operation should not be 
undertaken unti! at least 6 months after an abortion or 
miscarriage. 

In the 128 cases reported there was only 1 puost- 
operative death which occurred in the early days of 
the operation in a patient with pyosalpinx. Eighty- 
three pregnancies have followed, 71 of which went to 
term; 61 of the babies were delivered vaginally and 
only 10 by Caesarean section. There was no case of 
rupture of the uterus in the whole series of reported 
cases, F. J. Browne 


1560. Evaluation of Gynecological Surgery in 
Therapy of Infertility. 

By B. Carter, V. H. Turner, C. D. Davis, and 
E. C. Hampien. J. Amer. med. Ass., 148, 995-1002, 
Mar. 22, 1952. 11 refs. 

In a group of 500 infertile women a comparison is 
made of those with gynaccologica! abnormalities and 
those who had had operations to correct these abnor- 
malities. Various pelvic operations, such as cauteri- 
zation ol the cervix, suspension operations on the 
uterus, tubal and ovarian operations, are considered 
ind are found not to improve the fertility rate. The 
abnormalities (excluding chronic tubal disease), for 
which these operations are performed, are not a major 
cause of sterility and a much more critical attitude 
towards operation is advocated. Tubal plastic opera- 
tions should only be done on patients who, with their 
husbands, have been carefully examined by one well 
versed in the special techniques involved. 


A. Bevis 


1561. An Interpretation of the Rhythmical Changes 
in Pressure during Tubal Insuffiation. ( Nuestra inter- 
pretacion de las alternatives ritmicas en los quimo- 
grams de insuflacién tterotubaria.) 

By A. Sraspite. Obstet. Ginec. lat.-amer., 10, 40-50, 
Jan.-Feb., 1952. 7 figs., 16 refs 

fhe author has used the method of utero-tuba! 
insufflation by the kymograph since 1938 and has 
collected 2,081 personal records 

it is thought that the oscillations seen in the kymo- 
graph tracing do not, contrary to general belief, repre- 
sent actual contractions of the Fallopian tubes. Experi- 
ments have been performed to confirm this opinion. 
li has been shown that identical tracings can be 
obtained in the kymograph after bilateral salping- 
ectomy, providing there is an escape for the gas 
through the wall of the uterus 

Graphic records have been made from human tubes 
suspended in a bath of Ringer-Locke solution. These 
show a rhythm and modality totally different from the 
osci'lations seen in the kymograph. 

At laparotomy, one of the tubes was cut across 
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Kymography was then performed and the gas allowed 
to escape through the cut end. The recording was 
idenucal with that obtained with intact tubes. 

In a second experiment both tubes were ligated by 
transfixing them at the uterine ostium; a curve similar 
to that found in tubal occlusion was obtained. The 
uterine wall was then punctured and gas allowed to 
escape through the puncture wound. Typical oscilla- 
tions now appeared in the kymograph, resembling 
exactly those usually attributed to tubal contractions. 
It was thus shown that these oscillations can be 
obtained in the absence of the tubes. These obser- 
vations have been repeated with the same results by 
Dr. Di Paola of Buenos Aires 

It is, therefore, held that the kymograph is useless 
as a means of measuring tubal contractility. 

It is thought that the oscillations seen on the kymo- 
graph represent, in fact, contractions of the uterine 
muscle; in the presence of patent tubes this will be 
that portion of the myometrium which surrounds the 
interstitial portion of the tube. It is suggested that the 
kymograph should be renamed the “ Hysterogram ”, 
and that it may be used to study the physiology of the 
uterine muscle in gynaecological conditions and to 
test the effects of hormones and drugs on the contrac- 
tions of the myometrium in the non-pregnant uterus. 

Josephine Barnes 


1562, An Evaluation of the P.S.P. (Speck) Test for 
Tubal Patency. 

By M. E. Davis, Mitprep E. Warp, and A. G 
KiNG. Fert). and Steril., 3, 217-223, May-June 1952. 
5 refs. 

Speck, in 1948, described phenolsulphophthalein as 
a means of evaluating tubal patency. The dye is 
injected into the uterus, and is absorbed from the 
peritoneum if the tubes are patent. Its presence can 
then be detected in the urine by a simple test. 

Other workers have found that the test is not so 
accurate as Speck claimed, the last being Hofmann 
who obtained 41 positive tests in women in whom 
tubal closure had been demonstrated by other methods. 

The present investigation was on 24 patients. In § 
the results of the test varied from those obtained by 
utero-tubal insufflation. Finally 110 patients were 
studied, and the results of the dye test were demon- 
strated to be wrong in 17 cases—9 false positives and 
8 false negatives. The causes of failure are analyzed, 
and the author concludes that the test has a margin of 
error of 15 per cent, and, therefore, is of litt'e value 
as compared with gas insufflation and salpingography. 

[This conclusion is what one would anticipate, apart 
from the reasons given by the author, since the test 
gives no information whatsoever about the state of 
tone of the Fal'opian tubes, nor is there any means of 
distinguishing between spastic and other types of tubal 
occlusion.]} B. Sandler 


1563. Comparison of Carbon Dioxide and Opaque 
Media in the Diagnosis of Tubal Patency. 

By i. C. Rusin. Fertil. and Steril., 3, 179-187, Mar.- 
Apr. 1952. 1 fig. 
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This article compares the merits of tubal insufflation 
with the demerits of hysterosalpingography in the diag- 
nosis of tubal patency. The author does not concede 
that these two procedures are complementary to one 
another, indeed he claims from his studies that the 
kymographic record given in the Rubin test can pro- 
vide more accurate information concerning the site of 
a tubal obstruction than the radiophotographic evi- 
dence of the hysterosalpingogram. 

Concerning the merits of insufflation he observes 
that, in addition to carbon dioxide gas both being 
non-irritating and rapidly absorbed, its use is more 
informative in the detection of tubal spasm, for it gives 
evidence not only of the existence of stricture or 
blockage of the tube but also of the state of the tubal 
muscle. It obviates the use of multiple X-ray ex- 
posures and can, therefore, be repeated as often as 
desired both as a diagnostic and as a_ therapeutic 
procedure. 

The radio-opaque substances used in hystero- 
salpingography, on the other hand, being both irritat- 
ing and, in the case of the oily halogen derivatives, 
slowly absorbed, are themselves liable to cause spasm. 
They may also give rise to foreign body granulomata, 
which can result in complete closure of an otherwise 
partially stenosed tube, or form lipiodol cysts in the 
pelvis or elsewhere in the abdominal cavity. 

The author objects to the water soluble substances 
now in use, because of their rapid spill into the peri- 
toneal cavity and consequent overshadow of the out- 
line of the tubal lumen. Most of the points made in 
this discussion are already widely known. 

T. Barns 


1564. The Use of Water-soli-ble Viscous Contrast 
Media for Hysterosalpingography. (1 mezzi idrovis- 
cosi nella practica della isterosalpingografia.) 

By E. Ropeccut and A. Teri. Minerva ginec., 4, 
147-153, Apr. 1952. 6 figs., 22 refs. 

The authors describe their experience at the Gynae- 
cological Clinic of the University of Turin with 
“joduron S” as a radio-opaque medium for hystero- 
salpingography. This preparation consists of an 
acetate of todopyridone combined with elemental 
iodine in such a way that no iodine is liberated during 
its passage through the body, and is dissolved in an 
aqueous colloida! suspension of sodium carboxy- 
methylcellulose and thus has the advantage of being 
completely resorbed, but at a distinctly slower rate 
than an ordinary aqueous solution. It also mixes well, 
completely, and immediately with organic fluids. It 
does not cause any alteration in the anatomical state 
of the organ and its minimum toxic dose is 0.5 g. per 
kg. body weight. To this preparation a surface anal- 
gesic is added which has the additiona! advantage of 
delaying absorption of the dye. The pH is between 
6.5 and 7.0, which is similar to the pH of organic body 
fluids. 

The authors enumerate the dangers and disadvan- 
tages of iodized oily media for hysterosalpingography, 
which include: (1) the danger of oil embolism; (2) the 
possibility of iodine reactions in sensitive patients; (3) 
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the irritative action of liberated iodine molecules, 
especially in cases of tubal occlusion or stenosis; (4) 
the difficulty of passing a viscous oil through a narrow 
and restricted lumen, which frequently resu'ts in a 
false diagnosis of occlusion; (5) the poor visualization 
of finer details of the superficial mucosa, such as mild 
degrees of hypertrophy or small polypi; and (6) the 
necessity for a check examination after 24 hours to 
make certain that normal tubal spasm and peristalsis 
have not caused an apparent occlusion of the tube. On 
the other hand, the disadvantages of an aqueous solu- 
tion are: (1) ease with which the fluid escapes from, 
and flows back through, the cervical canal; (2) the 
impossibility of judging the degree of stenosis of the 
tubal !umen, (3) the very fast rate of absorption once 
the medium has passed into the peritoneal cavity; and 
(4) the impossibility of obtaining satisfactory films 
more than a quarter of an hour after administration of 
the dye 

The new medium avoids most of these disadvantages 
and enables very clear and satisfactory radiographs to 
be obtained even some time after injection. Moreover, 
there ts no abrupt fall in the pressure after the dye has 
entered the peritoneal cavity, and it may even be pos- 
sible with a manometer to observe the oscillations 
which are indicative of tubal peristalsis. The low pres- 
sure required obviates the likelihood of intravasal 
injection or perforation of the tube, as may occur with 
very viscous media, while there is no painful reaction 
such as often occurs with an aqueous solution. If 
desired, in cases where an infection is suspected, it may 
be possible to add a dose of 100,000 to 200,000 units of 
penicillin. Altogether, the authors consider that «the 
new compound is likely to be highly useful in future 
work J. Rabinowitch 


1565. Lipiodol “IF” for use in Hysterosalpingo- 
graphy. 

By A. Parmer. Fertil. and Steril., 3, 210-216, 
May-June 1952. 2 refs. 

The author describes the use of lipiodol “F™ in 
salpingography. This is a less viscous lipiodol intro- 
duced by R. Palmer in Paris. It ts a chemical com- 
pound as compared with the old lipiodol, which was 
simply a solution of iodine in poppy seed oil 

He describes its use 295 times in 206 patients, and 
finds it superior to all other media. It is completely 
absorbed from the peritoneal cavity in 3 to 4 months, 
and no toxic effects were observed. Febrile reactions 
were observed on 3 occasions without any serious 
sequelae B. Sandler 


1566. Total Linear Salpingostomy. Clinical and 
Experimental Observations. 

By S. L. Israee. Fertil. and Steril., 2, 505-513, 
Nov.-Dec. 1951. 6 figs., 9 rets 

At the University of Pennsylvania the author has 
found this procedure useful if the abdomen is opened 
in the presence of unrecognized acute suppurative 
salpingitis. The pyosalpinx is incised along its superior 
surface, from the fimbriae to the uterine cornu, with a 
pair of sharp-pointed straight scissors and the small 
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bleeding points ligated with fine catgut; the slit tube 
is al'owed to fall into place on the posterior wall of 
the broad ligament and the uterus slung forwards by 
one of the operations which shorten the round liga- 
ments. Antibiotics are given as required. The opera- 
tion has been performed on 8 patients, and 4 were 
subsequently delivered of one or more children. 
Experimental work on dogs has shown that the tube 
regains its normal tubular shape and that the scarring 
is minima!. It is stressed that this is not to be employed 
as a routine procedure, but that it is of use if the 
abdomen is opened in the presence of salpingitis; it is 
not the treatment of choice for acute salpingitis. 
D. C. A. Bevis 


1567. Follow-up Results in 95 Women Sterilized 
for Psychiatric Reasons. (Nachuntersuchungen bei 
95 auf Grund psychiatrischer Indikation sterilisierten 
Frauen.) 

By A. Hovestein. Praxis, 41, 413-419, May 15, 
1952. 9 refs. 

In this paper are reported the results of a foliow-up 
study of 95 women who were sterilized on psychiatric 
grounds. The women expressed dissatisfaction with the 
operation for the following reasons: the presence of 
menstrua! disorders (7 per cent); desire for more 
children (55 per cent); feeling of guilt on moral and 
religious grounds (5 per cent); psychosomatic disorders 
(30 per cent). Only 9 women out of the total of 95, 
however, wholly regretted having had the operation. 

Symptoms were most severe when the operation had 
been performed because of the husband's behaviour 
(for example, alcoholism), or when it was performed 
at the wish of some person other than the woman her- 
self, or when the woman had strong maternal feelings 
and only a small number of children. The author 
advises that the following conditions should be taken 
into account before sterilization is performed: the 
psychiatric condition of the patient; the number of 
children she already has; her age, religion, and marital 
and social relationships; and the patient’s personality 
in general. In this series the good effects of sterili- 
zation on the whole outweighed the bad, especially 
where fear of pregnancy marred family relations and 
was harmful to health. The author further recom- 
mends fo'low-up visits to the doctor after the opera- 
tion, as counsel and advice on any problems sub- 
sequently arising may be a means of avoiding many 
of the worries which beset this type of patient. [The 
findings in this study agree in general with those of 
other investigators.] N. A. Standen 


1568. Tubo-uterine Implantation. 


By V. B. Green-ArmytaGe. Brit. med. J., 1, 
1222-1224, June, 7. 4 figs., 9 refs. 


Hitherto, salpingostomy or tubo-uterine implanta- 
tion has raised little enthusiasm among gynaecologists, 
most of whom regard the results of either operation as 
too poor to justify laparotomy, but recently Palmer 
and others have achieved more success with tubo- 
uterine implantation. Isthmic block should be a more 
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satisfactory condition to treat than ampullary closure, 
for in the former there is usual'y a healthy tubal 
mucosa distal to the block, whereas in the latter there 
is often a pathological endosalpinx unfavourable to the 
passage of the ovum. 

The author describes the technique for ‘ubal implan- 
tation that he has used in the past 2 years. Six of the 
17 cases that he has operated on have conceived and 
gone to term, and there was | ectopic pregnancy. 

The operation involves bilateral cornual implanta- 
tion, making a tunnel for each tube with a Silcock 
punch. This instrument was found to be very suitable 
for making a smooth, clean-cut channel which is 
unlike'y to cause strangulation of the tube or late 
constriction by muscle scar tissue. A Bonney myom- 
ectomy clamp was found useful in reducing a bloodless 
field and gossamer silkworm gut was used to anchor 
the tubes within the uterine cavity. The author advises 
a CO, test 6-8 weeks after operation rather than a 
salpingogram. 

[This article describes what appears to be a parti- 
cularly neat and simple method of performing tubal 
implantation which merits the attention of all those 
undertaking operations for the relief of infertility. The 
details of the technique and the excelent diagrams 
should be studied in the original.] Doreen Daley 


1569. Cervix Ring Biopsy Technique. 

By J. P. A. Larour. Surg. Gynec. Obstet., 94, 
273-282, Mar. 1952. 9 figs., 8 refs. 

The value of a positive cytology test of the vaginal 
fluid for genital malignant growths is increasing with 
further experience. The author has been impressed by 
the failure to demonstrate the presence of a growth, 
by the ordinary methods of biopsy, in some patients 
who gave a positive cytology test, but where more 
extensive biopsy investigation confirmed the positive 
reading of cytology. 

He, therefore, advises the removal of a ring of cer- 
vical tissue at the external os including a centimetre of 
the lower end of the canal, and a centimetre of the 
portio vaginalis. He uses a sharp-angled knife, which 
is passed through the portio with its point resting 
against the mucosa of the canal to make the annular 
excision. The tissue is then divided by radia! incisions 
into about 18 pieces which are cut into serial sections, 
retaining for histological examination about 1 in 40. 
The sections are, therefore, 200 microns apart and will 
catch a focus of growth as small as one fifth milli- 
metre. 

A positive report from the cytologist should never 
be dismissed without this form of biopsy, curetting of 
the cervical canal, and curettage of the endometrium 
giving special attention to the cornual angles. 

Aleck Bourne 


1570. Effect of Conization of the Cervix on Subse- 
quent Pregnancy. A Preliminary Report. 

By P. K. CHAMPION and N. J. THOMPSON. Amer. 
J. Obstet. Gynec., 62, 1321-1326, Dec. 1951. 6 refs. 


This is an account of 48 pregnancies fol'owing coni- 
zation of the cervix. Forty-one of the patients were 
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delivered at term (85 per cent). Among these there 
were 38 first pregnancies following the conization, 9 
of whom were primiparae. There was | premature 
delivery, 1 was ectopic, and there were 5 abortions. 
In 23 cases the delivery was spontaneous, the length 
of labour being shorter than that given as normal in 
the standard textbooks; 15 were delivered by forceps, 
but only 1 of these was a mid-forceps, after the cervix 
had been fully dilated for 2 hours; 4 patients were 
delivered by Caesarean section, none of the indications 
being related to the conization. 

The authors conclude that conization has no harm- 
ful effect on the course of a future pregnancy or 
labour. F. J. Browne 


1571. Unnecessary Ovariectomies. Study Based on 
Removal of 704 Normal Ovaries from 546 Patients. 

By J. C. Doyvte. J. Amer. med. Ass., 148, 1105- 
1111, Mar. 29, 1952. 1 fig. 


It is indeed good to read this paper, in which the 
author has examined the clinica! and histological data 
of 546 patients from whom were removed 704 normal 
ovaries. Every women of the group also had her 
uterus removed, many of which were normal. It is 
important for those who perform pelvic operations to 
realize that an ovary may contain follicular cysts, 
corpus luteum cysts, and corpora haemorrhagica and 
still be “normal” and certainly innocent of causing 
symptoms. The material consists of one and both 
normal ovaries removed at all ages from 20 to 50 
and more. Forty-five young women below 30 years 
suffered ovariectomy of whor 11 had both ovaries 
removed. These were stated to be either completely 
“normal” (16) or affected by trivial physiological 
conditions such as cystic follicles and corpora lutea. 

The symptoms of which this young age group com- 
plained were menorrhagia, irregular menstruation, 
lower abdominal pain, backache, dysmenorrhoea, 
leucorrhoea, dyspareunia, fatigue, disturbances of 
micturition, and many others equally unrelated to 
ovarian pathology. No less than 45 per cent of the 
whole group had one or both ovaries removed for 
“lower abdominal” or “ pelvic” pain. 

Associated pathological conditions include fibroids 
(47 per cent), chronic cervicitis (17 per cent), 
adenomyosis, polyps, salpingitis, and nearly every 
other morbid condition found in the pelvis, not for- 
getting “pregnancy” [sic] (6 cases) or “ retained 
products" (7 cases). The author refers to the routine 
practice of bilateral ovariectomy as prophylaxis 
against carcinoma, advised by many physicians, from 
the late thirties till 50 or more. The fear of cancer, 
encouraged by “educational programmes . . . by 
articles in the press and television programmes” is 
probably responsible for a number of ovariectomies 
reported in this series. It is difficult to account for 
them on any rational clinical or pathological grounds 
which are listed in the tables of this paper. It is 
pointed out that the ovary alone can seldom cause 
symptoms. There may be a few exceptions, for 
example, the pain felt at ovulation, dyspareunia due 
to deep prolapse into the pouch of Douglas, excessive 
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intrapelvic haemorrhage following rupture of a corpus 
luteum, and amenorrhoea caused by a _ persistent 
corpus luteum. But at least 2 of these are rare and all 
may be treated in nearly every patient by something 
less drastic than remova! of one or both ovaries 
Forty-five per cent of these patients complained of 
pain, but there are many other causes, apart from 
the ovaries, which are real, such as diverticulitis, the 


urinary tract, the spine, and pelvic joints. And thus, 
throughout his paper, Doyle points out that the large 
number (704) of normal ovaries removed and the 


significant number (85) of women who had no demon 
strable pelvic pathology, indicates a lack of discrimi 
udgment, ignorance of ovarian pathology, 
ind physiology [also, we may add, a callous disregard 
for a woman's emotional and sexual life, and a p'ain 
stupid fanaticism on prophylaxis against cancer]. It is 
interesting to note that SI per cent of the operations 
were done by general surgeons, 28 per cent by general 
practitioners, but only 20 per cent by specialists 

The case records were collected from hospitals in 


nation of 


Los Angeles and adjacent cities 
This paper should be read by everyone who per- 
forms abdominal and pelvic surgery 
Aleck Bourne 


UROLOGY 

1572. Urinary Incontinence in Women: Roentgen 
Manifestations. 

By A. K. Briney and P. J. Hopes. Radiology, 58, 
109-112, Jan. 1952. 6 figs., 5 refs. 

Ihe authors review the literature on urinary incon- 
tinence in women, paying special attention to the work 
of Kegel and Powel! VJ. Urol., 1950, 63, 808) and that 
of Muellner (Surg. Gynec. Obstet.. 1949, 88, 237), on 
which their own observations are based. They claim, 
however, that the radiological examination is equally 


is effective by intravenous pye'ography as by retro- 
grade pyclography, provided the patient is able to 
concentrate the contrast medium adequately. Details 


of the technique are not given, but the authors 
emphasize that the urinary bladder should be radio- 
graphed in each position sv as to maintain a constant 
relationship with the surrounding bones of the pelvis 
Films are taken with the patient: (1) supine, (2) erect 
and relaxed, (3) erect and straining. In the norma! 
patient slight pointing of the bladder base occurs only 
on straining in stress incontinence this pointing ts 
observed with the patient erect even when relaxed, and 


the degree of descent is also greater There are 
diagrams and reproductions of radiographs to illustrate 
these features Svdney J. Hinds 


15°73. Suprapubic Vesicourethral Suspension for 
Stress Incontinence. 

By J. S. Guiam, C. W. Hunter, and C. B. Darner. 
J. Lancet, 72, 279-282, June 1952. 2 figs 
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This is an account of 20 patients operated on by a 
modified Marshall, Marchetti, and Krantz method, 8 
having had previous repairs by the vaginal route. The 
principal modification was that, after the bladder and 
urethra are separated from the areolar tissue in the 
space of Retzius, the operator's left hand is introduced 
into the vagina under the drapes and fingers placed on 
each side of the urethra, with a Foley catheter in it, 
to make the insertion of sutures in the para-urethral 
tissue more easy. The operation is performed with the 
patient in the “lowa™ position—a mild Trendelen- 
burg with legs in low stirrups; if the postoperative 
course is uneventful she is discharged on the 6th or 
7th day. Only 1 of the 20 patients was not relieved, but 
the follow-up period is rather short in some cases so 
far. The authors emphasize the use of the “ vault sus- 
pension test” (elevation by the examining finger) for 
correction of the incontinence prior to operation, and 
they are so satisfied with the results that they are 
convinced that the method merits further trial. 

A. F. Anderson 


1574. Treatment of Urinary Stress Incontinence 
with Results in 117 Patients Treated by Active 
Exercise of Pubococcygei. 


By E. G. Jones and A. H. Kecer. Surg., Gynec. 
Obstet., 94, 179-188, Feb. 1952. 1 fig., 7 refs. 


In zn effort to overcome the high failure rate of 
surgical treatment f*r stress incontinence, the authors 
have tried the effects of exercises directed to the im- 
provement of the muscles of the pelvic floor and the 
intrinsic muscles of the urethra. Their series of 97 
cases includes patients falling inte 11 different cate- 
gories, including 33 cases who had previously had 
surgica! interference, 22 cases over the age of 70, 34 
with definite cystocele, and 14 with urethrocele. Of the 
whole series they clam a good result in 84 per cent 
The criterion for this is partly subjective and partly 
objective, based upon the patients interpretation of 
‘improvement or the patient’s report of remaining 
completely dry. Of the 81 patients in whom a good 
result was obtained, 29 required treatment for a period 
of 1 to 2 months before improvement was noted, and 
28 for a period of 2 to 6 months. The authors found 
that once improvement had started continence was 
complete or nearly complete within 1 month. 

Before starting exercises intra-urinary tract patho- 
logy and pelvic tumours were excluded. 

The authors stress their view that the pubococ- 
cygeus muscle is one of the major factors in the 
maintenance of continence and on this the rationale 
of their treatment is based. 

[Details of the course of exercises are not given 
apart from the mention of the use of the perineo- 
meter.] M. Halden Lloyd 
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